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Public Understanding 


Is Promoted 


For the first time, the Texas State Board of Medical 
Examiners last month opened its hearings on complaints 
against doctors to reporters and photographers. As repre- 
sentatives of the public, these newsmen firsthand saw efforts 
being made to “clean house” in the medical profession, and 
at least one of them seemed impressed with what he saw 
and with its implications. 

Under the heading “Doctors Move to Clean House,” 
The Houston Chronicle for August 23 carried a front page 
column commenting on “Our City” in part as follows: 


The State Board of Medical Examiners is a legally constituted 
agency of the state... . 


However, the decision of the board [to open its deliberations 
to newsmen] . . . undoubtedly came as a result of the programs of 
the Texas Medical Assn. and one of its affiliates, the Texas Academy 


of General Practice, to bring the medical profession closer to the 
public it serves. 


The objective is to provide better medical care for the public. 
Two points are significant in the open hearings of the State 


Board of Medical Examiners. First, the move on the part of the 
medical profession to take the public into its confidence. 


The second, and possibly of more direct benefit to the public, 
is the attempts of the medical profession in Texas to clean its own 


house, so that the public can have complete confidence in its 
members. 


This latter point has been one of the chief criticisms the public 
has had of the medical profession, that it tried to operate in secrecy 
and cover up the faults of its members. 


One of the points in the reorganized public relations program 
of the Texas Medical Assn., which was started about eight years 
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ago, is a system for handling complaints of patients 
against their doctors. 


The medical profession has publicized the fact that 
each county medical society has a grievance commit- 
tee, to hear complaints from patients concerning over- 
charges, poor service, malpractice or other charges a 
citizen might want to make. 

If satisfaction is not obtained from a local griev- 
ance committee, the citizen can take his complaint to 
the board of governors [sic} of the Texas Medical 
Assn., a body feared by doctors for its stern adher- 
ence to the ethics of the medical profession. 

It is heartening to know that the course the 
State Board of Medical Examiners is taking is 
meeting with such approval. Before 1953, sus- 
pension or revocation of license was possible 
only after trial in a district court, and the pro- 
cedure was so cumbersome and difficult as to 
keep such discipline to a minimum, only three 
doctors having their licenses revoked in the 12 
years immediately prior to 1953, when new 
legislation was enacted. Under current law, the 
board itself is empowered to take action, though 
with appeal to the district court, and more than 
a score of practitioners have found themselves 
without a license because of such charges as 
narcotics addiction and misuse of medical li- 
cense. Perhaps publicity of these facts will dis- 
courage illegal and unethical practices among 
the few doctors who are tempted as well as 
bring better relations with the public. 


—HOWARD O. SMITH, M. D., Marlin. 


Medical Branch Contributes 
Articles for Journal 


Texas doctors always are glad of opportuni- 
ties to read material from the state’s medical 
schools, for the men and women who staff 
them are in a unique position; they are closely 
associated with constant scientific advancement 
and are trained to impart their knowledge to 
others. 

Articles appearing in this Journal were pre- 
pared by faculty members of the Department 
of Neuropsychiatry, University of Texas Med- 
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ical Branch, Galveston. The man who planned 
and coordinated the scientific section of this 
issue is our guest editor, Dr. E. Ivan Bruce, Jr. 
He is associate professor of neuropsychiatry and 
director of psychiatric services of the Medical 
Branch hospitals. 

Each of the three medical schools in Texas 
has been invited to submit scientific material 
for a special issue of the Journal. This is the 
second such issue; the May Journal contained 
a symposium on chronic illness provided by 
staff members of Baylor University College of 
Medicine. 


“Be Sure You’re Right .. .” 


Whenever there is a shortage in supply, there 
is likely to be someone ready to take advantage 
of the situation—with or without too many 
scruples. 


With the great demand for paramedical per- 
sonnel in recent years and the consequent ef- 
forts to encourage young people to enter the 
health professions, various questionable train- 
ing and certifying programs have arisen against 
which doctors of medicine and the public should 
be on guard. Patients deserve well qualified doc- 
tors’ assistants when their welfare and perhaps 
their lives depend on what these persons do. 
Anyone entering a career deserves to receive 
adequate training and recognized certification 
or licensing when he pays and works for such 
training and has been led to believe that he 
will be eligible for professional recognition. 

In the field of medical technology, which 
has become increasingly important as moderr 
medicine depends more and more on laboratory 
procedures, many schools with curriculums anc 
faculty carefully chosen to provide basic infor- 
mation and methods have been established anc 
continued with the approval of the American 
Medical Association, the graduates of which are 
recognized and registered by the American So- 
ciety of Clinical Pathologists. Medical technol- 
ogists so registered can be counted on to have 
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the fundamental skills necessary to collaborate 
with physicians in their problems of diagnosis 
and treatment. Less carefully operated schools 
for medical technicians have sprung up, the 
graduates of which are not eligible for registra- 
tion by the ASCP because of their inadequate 
training. To take care of this situation, another 
“accrediting” agency has arisen outside the 
AMA-ASCP framework; yet to the uninitiated, 
accreditation with this agency is all that is nec- 
essary to feel safe and secure in the field of 
medical technology. 

The same sort of thing has happened in the 
area of practical nursing. In Texas, for exam- 
ple, where vocational nurses are now licensed 
and training schools are standardized to assure 
their graduates of the minimum requisites for 
licensing, more than one school for practical 
nurses is turning out graduates unqualified to 
meet licensing requirements, thus providing for 
disappointment of the students and substandard 
care for those who are nursed by them. 



































































Even in the realm of the medical or clinical 
secretary it appears that some may be attempt- 
ing to take advantage of the situation by charg- 
ing secretaries annual fees for registration that 
means next to nothing. 







Any attempt to raise the standards of a pro- 
fession through better education, suitable ex- 
perience under appropriate supervision, and 
registration or licensing by recognized agencies 
to guarantee employers or patients of at least 
minimum quality of personnel is to be com- 
mended. Efforts to circumvent established and 
proven procedures and agencies, to exploit the 
desires of young people to get ahead in their 
careers, and to delude patients seeking good 
health care are to be condemned. 

Physicians should screen carefully applicants 
for positions in their offices and advise equally 
carefully with those who ask their help in 
choice of school for training in the health field. 
When there is doubt, an inquiry to the Ameri- 
can Medical Association, American Society of 
Clinical Pathologists, American Hospital Asso- 
















TEXAS State Journal of Medicine, SEPTEMBER, 1956 








ciation, or other recognized agency may pre- 
vent embarrassment, loss of money, and poor 
service to patients. 


House Votes Participation 
In Dependents Care Program 


Meeting in special session in Austin Septem- 
ber 9, the House of Delegates of the Texas 
Medical Association voted to participate for 
one year in the military dependents medical 
care program established by federal law. Ac- 
tion followed an informational session with the 
Council on Medical Economics the preceding 
evening and extensive discussion by the 139 
delegates who were present, acting as a commit- 
tee of the whole during a recess of the House. 


Emphasizing their continuing belief in the 
private practice of medicine under the free en- 
terprise system, the majority of the House of 
Delegates nevertheless recognized that Congress 
has enacted a law to provide certain medical 
services for the dependents of military person- 
nel by private physicians in home communities 
and that this law will become effective Decem- 
ber 8. They decided to authorize negotiation of 
an agreement between the Texas Medical Asso- 
ciation and the Department of Defense to per- 
mit cooperation with this law. Participation 
by the individual physician will be on a strictly 
voluntary basis, however, and it was under- 
scored that taking part in the current program 
in no way establishes a precedent for approval 
of further governmental plans for medical care. 


It was pointed out that the law does not 
provide complete medical and surgical coverage 
at government expense. Practically all services 
rendered have to be performed in a hospital, 
and the first $25 of civilian hospital expense 
must be borne by the patient. 


After introductory information from the 
President, Dr. Milford O. Rouse of Dallas, and 
Dr. Everett C. Fox of Dallas, Dr. Harvey Ren- 
ger, Hallettsville, chairman of the Council on 





661 





Medical Economics, presented the recommenda- 
tions of that council. These were implemented 
by a resolution introduced by Dr. Ridings E. 
Lee, Dallas, which eventually was adopted with 
several amendments. The resolution finally 
adopted follows: 


W hereas, the members of the Texas Medical Asso- 


ciation have always opposed, and still oppose, nation- 
alized or state medicine; and 


Whereas, it is our belief that the members of the 
military services should be given sufficient stipends 
to enable them to pay for the medical care of their 
dependents, in line with our free enterprise system; 


but 


Whereas, the Eighty-Fourth Congress has passed a 
law providing medical service for dependents of mili- 
tary personnel with provisions that make possible 
participation by individual physicians and medical 
associations; and 


Whereas, representative members of the Texas 
Medical Association have studied the provisions of 
this law with an American Medical Association com- 
mittee for liaison with the Department of Defense 
and a task force appointed by the Department of 
Defense; and 


Whereas, the Council on Medical Economics has 
studied this law and made pertinent recommenda- 
tions to the House of Delegates of the Texas Med- 
ical Association; and 


Whereas, any contract entered into by the Texas 
Medical Association will be submitted to the Defense 


90th Annual Session 


Department and certified by the Anti-Trust Depart- 
ment before it becomes effective; therefore be it 

RESOLVED: 

1. That the Texas Medical Association agree to 
participation in the dependent medical care act; 

2. That the Texas Medical Association request 
Blue Shield of Texas to administer the program; 


3. That the Board of Trustees of the Texas Med- 
ical Association be appointed as the negotiating agent 
to make a one year contract for the Texas Medical 
Association; 


4. That the Council on Medical Economics be 
designated to prepare a schedule of fees for medical 
and surgical services and that in preparing this fee 
schedule the Council shall consult with duly ap- 
pointed representative members of each scientific 
section and related specialty group in the preparation 
of fees pertinent to each specialty. 


The Council on Medical Economics is at 
work on a fee schedule based on results of the 
survey of fees it conducted in recent weeks. 
Approximately 4,000 Texas doctors answered 
the questionnaire, offering a good working 
basis for the present task. 


Much careful thought, a desire to give prop- 
er medical service to dependents of military 
personnel, and an unshaken belief in private 
enterprise were evident in the deliberations of 
the House of Delegates. Full transactions will 
be printed in the October Journal. 


Dallas, April 27-May 1, 1957 


TEXAS MEDICAL ASSOCIATION 


General Meetings 
Refresher Courses 
Scientific Sections 


Specialty Societies 
Out-of-State Guests 
Motion Pictures 


Technical Exhibits 
Memorial Services 
Entertainment 


Scientific Exhibits 


HOTEL RESERVATIONS NOW ACCEPTED 


Requests for hotel accommodations should be addressed to 


COMMITTEE ON HOTELS 
Dallas County Medical Society 
433 Medical Arts Building 


Dallas, Texas 


Give first, second, and third choice of hotel; type of accommodations desired; names of 
occupants and their relation to the organization; date and time of arrival and departure. 


Association Headquarters: Adolphus and Baker Hotels 
Woman’s Auxiliary Headquarters: Statler-Hilton Hotel 
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Texas is a vigorous, growing state, whose citizens have consist- 
ently manifested self reliance and independent thinking. Such traits 
have kept this commonwealth ahead of most other states in most prob- 
lems, including the support of medical education. Harping critics have 
attempted to make it appear that there is a deficiency of medical 
schools, medical students, and physicians in the United States, but the 
actual facts disprove the allegations. 


Studies made last year by the American Medical Association show 
that in the country as a whole from 1910 to 1955 the population in- , 
creased by 80 per cent, whereas the number of physicians graduated 
in 1910 (3,165) had increased by 120 per cent in 1955 (6,977), 
thus pointing out that medical schools enlarged their facilities far more 
than the population increased. Likewise, while the population in the 
United States increased by 80 per cent during this interval of time, 
the number of students in the medical schools of the United States in- 
creased by 128 per cent, to a total of 28,583 medical students in 1955. 


In Texas the over-all increase was much greater. In the Lone Star 
State the population increased by 122 per cent from 1910 to 1955. 
During this period, the total number of medical students training in 
Texas rose from 244 students in 1910 to 1,370 in 1955, an increase 
of 461 per cent. Likewise, in the same period of time the number of 
graduates of medicine in Texas increased by 510 per cent, from 56 
graduates in 1910 to 342 in 1955. 


Another myth which has been exploded is the allegation some- 
times made that it is difficult for young women and men to be ad- 
mitted to medical school. Studies show that for 1954 and 1955 there 
were admitted 7,576 freshman students from a total of 14,538 dif- 
ferent applicants, which means that more than half of all applicants 
secured a place in a medical school. Each aspirant applied to three or 
more schools, and so of course the total applications skyrocketed con- 
siderably, but there were only 14,538 applicants. Of this number, 17 
per cent of premedical students had A averages, approximately 70 per 
cent had B averages, and the remaining were C students, indicating 
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that it does not take any tremendously brilliant premedical record to 
gain admission to a medical school. 


Incidentally, the number of hospitals in Texas increased from 156 
in 1910 to 564 in 1955 (261 per cent), whereas the number of hos- 
pital beds in Texas increased from 12,900 beds in 1910 to 60,422 in 
1955 (357 per cent). 


These rosy statistics do not indicate that the problem of medical 
education and hospital care is solved in Texas. Through the generosity 
of individual citizens, foundations, and the Legislature, Texas now has 
three excellent medical schools, fairly well supported financially; but 
already thoughtful citizens are recognizing the need for a fourth med- 
ical school, which probably should be a third medical branch of the 
University of Texas, located in San Antonio. In the Alamo City is an 
excellent nucleus of physicians and other scientists interested in clini- 
cal teaching, with a strong postgraduate group and a foundation de- 
voted to medical research and education. In years to come a fifth 
medical school may be needed in West Texas, possibly at El Paso. 


Several foundations in Texas are functioning to support medical 
education and research. Houston has the M. D. Anderson Foundation, 
the Cullen Foundation, and the Baylor Medical Foundation. The South- 
western Medical Foundation has functioned splendidly in Dallas since 
1939. The Southwest Foundation for Medical Research and Education 
centers in San Antonio, and the Medical Research Foundation of Texas, 
with headquarters at Galveston, has been activated recently. 


One big obligation of a physician is to aid in passing on his knowl- 
edge of the healing arts to young men and women who are anxious 
to acquire such education. The practical means is by financial support 
to medical schools and foundations, such as those previously men- 
tioned. Continued enthusiastic support by individual Texas physicians, 
by their wives as members of the Woman’s Auxiliary, by trustees of 
scientific foundations, and by wise and willing legislators of Texas will 
insure the prestige and continuing service of Texas as one of the great- 
est medical centers in the country. 
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TITUS H. HARRIS, M.D. 


Galveston, Texas 


HIS NUMBER of the Texas State Journal of 

Medicine, one of three to be devoted to the med- 
ical schools of Texas, is dedicated to the University 
of Texas Medical Branch. . It is a source of great per- 
sonal pride that the Department of Neurology and 
Psychiatry has been selected to represent the Medical 
Branch, and that scientific contributions by its staff 
comprise the contents of this issue. It appears that 
a corollary of being chairman and oldest member of 
a department is the duty of viewing an institution 
from its historical perspective. 

The first medical school in Texas was organized 
in 1864 as the Galveston Medical College. It was 
reorganized in 1873 as the Texas Medical College 
and Hospital, becoming in 1890 the University of 
Texas School of Medicine after constitutional amend- 
ment had designated Galveston as its permanent site. 
The teaching plant included one building and a facul- 
ty of 12. The original John Sealy Hospital of 180 
beds, constructed in 1890 from funds bequeathed by 
the elder John Sealy, became the teaching hospital. 
In 1892 the first class, consisting of three students, 
was graduated. 

The John Sealy Hospital has continued to function 
in the capacity of the teaching hospital of the Med- 
ical Branch since that time. Through the philan- 
thropy of the younger John Sealy, his sister, Mrs. 
Jennie Sealy Smith, and later the Sealy and Smith 
Foundation, it has grown to its present capacity of 
more than 1,000 beds. To date these benefactors have 
contributed more than $20,000,000 for the construc- 
tion, maintenance, and support of the John Sealy 
Hospital. Until 1941 when the first legislative ap- 
propriation was made and the responsibility of op- 
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THE MEDICAL BRANCH — Harris — continued 


erating the hospitals was assumed by the board of 
regents of the University of Texas, the hospitals were 
supported and maintained solely by funds provided 
by John Sealy, Jr., and payments made by the city 
of Galveston for the care of its indigent sick. The 
present hospital plant also contains the Psychopathic 
Hospital, which was built in 1931 as part of the state 
eleemosynary system and called the Galveston State 
Psychopathic Hospital until title was transferred to 
the University in 1945, the Hospital for Crippled and 
Deformed Children, the Negro Hospital, and the re- 
cently constructed Ziegler Memorial Hospital for 
chest diseases, provided by a bequest of the late 
Henry and Rosa Ziegler. 

The teaching facilities, excluding hospitals, have 
grown to a physical plant valued at more than $10,- 
000,000, a faculty of 214, and a total student enroll- 
ment in all categories of 1,069. The School of Med- 
icine admits 160 students each year, and at the pres- 
ent time 608 medical students are enrolled. Thirty- 
seven physicians are interning in the hospital. There 
are approved residency training programs in 19 de- 
partments and 130 residents are now in training. The 
School of Nursing offers a basic diploma course, de- 
grees of bachelor of science in nursing and in nursing 
education as well as master of science in nursing, a 
baccalaureate degree program for registered nurses, 
and an affiliation program in psychiatric nursing. 
Twenty-two students are working toward advanced 
academic degrees in anatomy, biochemistry and nu- 
trition, physiology, pharmacology and toxicology, par- 
asitology, pathology, and preventive medicine and 
public health. Technological courses are offered in 
clinical pathology, radiology, electroencephalography, 
physical therapy, occupational therapy, and medical 
records library science, with a total enrollment of 35 
students. 

Along with other advances made at the Medical 
Branch, research has not been neglected. In addition 
to departmental research, 15 organized research lab- 


Dr. Titus H. Harris is chairman 
of the Department of Neurolo- 
gy and Psychiatry, University of 
Texas Medical Branch. 


The growth of neurology and psychiatry at the 
University of Texas Medical Branch has paral- 
leled expansion of other facilities and disciplines. 
Now it is the aim to equip the student with 
training in psychiatry useful in the general prac- 
tice of medicine while carrying on a program of 
graduate education and research in the field. 


oratories are now functioning. Approximately $500,- 
000 in grants from foundations and governmental 


agencies are expended annually on research at the 
Medical Branch. 


NEUROLOGY AND PSYCHIATRY 


The growth of the Department of Neurology and 
Psychiatry has paralleled the expansion of other facil- 
ities at the Medical Branch. Prior to 1926 psychiatry 
and neurology were taught by members of the De- 
partment of Medicine, and little time was devoted to 
these subjects. The course in psychiatry consisted of 
a series of lectures in the senior year devoted to a 
discussion of the major mental reactions. In 1926, a 
separate Department of Neurology and Psychiatry 
was created. Since I had been teaching neurology in 
the Department of Medicine, I was placed in charge 
of this new department as chairman. It remained a 
one man department until 1928 when one assistant 
was added as an assistant professor, and it continued 
to consist of only two members until 1936. In that 
year psychiatry was made a major department in the 
medical school, the curriculum was extended to cover 
the entire four year course in medicine, and the staff 
was enlarged. The staff has gradually grown until at 
the present time it consists of 17 full-time and part- 
time faculty members, 

The teaching aim of the department has been to 
equip the graduate with a point of view which he 
can utilize in the general practice of medicine. Al- 
though the student is exposed to all the various dis- 
ciplines in psychiatry, emphasis is placed on those 
techniques which the general practitioner must be 
able to use in the management and treatment of emo- 
tional disorders as they are encountered in everyday 
practice. The student learns to distinguish the psy- 
choneurotic and the psychotic patient from the purely 
medical patient, but stress is placed on the fact that 
every patient, regardless of his complaint, is a human 
being and, hence, capable of reacting emotionally to 
his illness. Finally, the student learns to regard the 
patient as a person who is ill, rather than a composite 
of organs and systems the various parts of which may 
at times become diseased. 

Graduate training in psychiatry is also regarded as 
being very important. Twenty-one residents are now 
in training, and it is hoped that in the near future 
the number will be increased to 27. Throughout the 
years more than 100 psychiatrists have been trained 
at the Medical Branch, most of whom have entered 
practice in Texas. A gratifying percentage are con- 
nected with the various state hospitals. There is also 
a training program for clinical psychologists, and at 
the present time there are five clinical psychology 
residents. 


Research in psychiatry and neurology is an ever 
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increasing function of the department. Provisions 
have been made recently for the employment of a 
full-time director of research to expand these activi- 
ties. The feasibility of a psychiatric unit in a general 
hospital has been one of our major research projects, 
in pursuit of the thesis that psychiatry is in fact a 
part of medicine and that psychiatric patients can 
and should be treated in the same setting as general 
medical patients. It should be noted that the John 
Sealy Hospital was one of the first in this country 
to demonstrate that such an arrangement was practical 
as well as beneficial to the patient. Intensive investi- 
gation of the new drugs has become an important 
sphere of our clinical research. In appreciation of 
the relationship that exists between sociology and 
psychiatry, we now have a full-time sociologist who, 
in addition to his training duties, is working on a 
Russell Sage Foundation research grant. 


The full story of the University of Texas Medical 
Branch cannot be recounted in a description as brief 
as this necessarily must be. Suffice it to say, there- 
fore, that in the 66 years since it was established the 
University of Texas Medical Branch has reached the 
status of a major medical school in the United States. 
Medicine in Texas has profited from its existence, 
not only from the standpoint of training and research 
but from the service which it has rendered the citi- 
zens of the state. At the same time, we recognize 
that no medical school can afford to remain static. 
If for no other reason than this, its progress can be 
expected to continue. 


» Dr. Harris, John Sealy Hospital, Galveston. 







Neurology Traineeships 


The National Institute of Neurological Diseases and 
Blindness, of the National Institutes of Health, United 
States Public Health Service, has initiated a program of 
special clinical traineeships for physicians who have com- 
pleted residency training or its equivalent in a medical 
specialty and desire further training for careers as clinical 
investigators and educators in fields of neurological and 
sensory disorders. This program complements the Institute’s 
program of training grants to institutions to aid them in 
establishing, expanding, and improving residency training 
programs in. specialties related to neurologic and sensory 
disorders. 


Awards will be made to those with the required back- 
ground of residency training in such fields as neurology, 
neuropathology, ophthalmology, otolaryngology, pediatrics, 
obstetrics, and internal medicine who have demonstrated 
interest and potential for teaching and investigative careers. 

Information on program and stipends, together with ap- 
plication forms, may be secured from the Chief, Extramural 
Programs, National Institute of Neurological Diseases and 
Blindness, National Institutes of Health, Bethesda 14, Md. 
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Psychotherapy 
In Epilepsy 


JOHN L. OTTO, M.D. 


Galveston, Texas 


EW MEDICINES for treatment have greatly 
improved the outlook for the epileptic person, 

but it has been the opinion of many of those inter- 
ested in the treatment of epilepsy that the adminis- 
tration of anticonvulsive drugs should be only a part 
of the care of these patients and that more attention 


should be given to the psychosomatic aspects of the 
illness. 
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Psychotherapy may be as important as anti- 
convulsive drugs in management of epilepsy. In 
addition to usual psychotherapeutic measures for 
the patient, education of his family, his physi- 
cian, and the public will create a favorable en- 
vironment for normal existence. 


Due to the dramatic impact of a seizure with the 
horrifying cry, grotesque movements, tendency of 
the patient to soil himself, and period of confusion 
following an attack, many false ideas have grown up 
through the centuries as to the significance of a 
seizure. The patient and those nearest him are 
placed in a distressing situation which is the duty 
of the physician to alleviate. 


Psychotherapy in epilepsy is directed toward the 
environment as well as toward the individual patient. 
Favorable surroundings do much to lessen the strain 
on the epileptic person. The immediate family, the 
local physician, and the public must be educated be- 
fore the patient will have much of a chance for a 
normal existence. 


Public education as to the significance of seizures 
is a real challenge to those interested in epilepsy. In 
the past 20 years noticeable improvement in the atti- 
tudes of many has been apparent, resulting from ef- 
forts that have been made by way of the lay press, 
radio, television, and public lectures. A great deal 
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has been accomplished by the establishment of special 
clinics in various sections of the country. These clin- 
ics, through voluntary workers, local publicity, and 
professional personnel, have been able to reach in- 
dividuals who otherwise would have no opportunity 
to learn about seizures. In my own community, mem- 
bers of the epilepsy clinic have been invited to speak 
before service clubs, schools, parent-teacher associa- 
tions, and various other organizations. We have been 
able to reach personnel directors of nearby industries 
and have been successful in paving the way for em- 
ployment of selected patients. Individual rsycho- 
therapy will be much more satisfactory when we 
progress further along these lines of public education. 

Much psychic trauma can be prevented if the doc- 
tor seeing an epileptic for the first time has at hand 
a fairly comprehensive knowledge of the subject. 
This, of course, would be ideal but, unfortunately, is 
seldom the case. What too often happens is that the 
doctor satisfies himself that the patient is having 
seizures, he gives a prescription, and that ends the 
interview. No attempt is made to answer the many 
questions that are present, invariably, in the minds 
of the patient and relatives. 

Differences of opinion exist as to which or what 
kind of doctor should treat epilepsy: the general 
practitioner, the neurologist, the neurosurgeon, the 
psychiatrist, the pediatrician, or that rare creature, 
the epileptologist. Under ideal conditions, the patient 
possibly could benefit from the services of all of 
these, plus social workers and rehabilitation counsel- 
ors, and in many of our epileptic clinics this is pos- 
sible; but for a long time to come, the majority of 
epileptics are going to be cared for by their family 
physicians. It is the task of our medical schools and 
postgraduate medical educators to keep these physi- 
cians informed as to the current progress in the treat- 
ment of epilepsy. 

Psychotherapy for the family consists of a straight- 
forward explanation of the condition of epilepsy plus 
advice as to the attitudes that the family should take 
regarding the illness. Usually, there is a tendency to 
conceal the true nature of the illness from the pa- 
tient, calling it by some name such as fainting spells, 
nervousness, or weak spells, which leaves the patient 
confused as to what is actually wrong. This secrecy 
and hush-hush attitude produces a feeling of inse- 
curity in the patient. 

Over protection of the patient robs him of any 
opportunity to become self-reliant, and then we have 
a personality illness superimposed on the epilepsy. 

The best psychotherapy for the patient and the 
family is to control the seizures as far as possible. 

Psychotherapy of the epileptic person is not a great 
deal different from. that of any other person with a 
chronic illness. The methods used are the same and 
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consist of, first, evaluating the personality and en- 
vironment of the patient and, then, depending on the 
results of these studies, employment of appropriate 
psychotherapeutic technique. 

Psychotherapy begins with the initial interview, 
during which the patient and family are allowed to 
ventilate freely. This, in itself, is beneficial. During 
this period of history taking, the doctor's interest is 
demonstrated and the beginning of rapport is estab- 
lished. A complete physical and laboratory survey 
is an integral part of psychotherapy. Any concomitant 
physical defects should be corrected if possible, and 
if not possible, the patient should be encouraged to 
accept and adjust to them. Disfiguring skin blem- 
ishes, acne, or poor dental hygiene frequently add to 
the patient's difficulty in adjusting. After this com- 
plete survey, the patient should be reassured as to 
his real physical status, and usually at this point, 
considerable time must be spent in answering the 
many questions that have been bothering the patient 
and the family. 

At subsequent visits, with the more firm establish- 
ment of the doctor-patient relationship, there will be 
a freer expression of conflicts and feelings on the 
part of the patient. This material should be handled 
in the most appropriate manner: through pure emo- 
tional support, advice regarding attitudes, habits, and 
activities, explanation of psychophysiologic processes, 
desensitization, suggestion and persuasion, or by ma- 
nipulation of the environment, which includes home 
visits, interviewing the family, vocational guidance, 
or utilizing the aid of the various social agencies. 

Occasional patients present more profound per- 
sonality deviations that may require the use of spe- 
cial phychiatric therapies such as the tranquilizing 
drugs, narcosynthesis, psychoanalysis, shock therapy, 
or lobotomy. 


CONCLUSION 


Psychotherapy in epilepsy should be directed, first, 
toward bringing about a better understanding of this 
illness on the part of the general public and, second, 
the utilization of any and all methods of treatment 
of the individual patient that will enable him to live 
more comfortably in his environment with his illness. 


® Dr. Otto, 112 North Boulevard, Galveston. 





Health Services Rank High In Government Spending 


Next to education and the building and maintenance of 
highways, health services are the largest single expense item 
in spending of state and local governments. U. S. Census 
Bureau figures disclose that health spending in 1955 was 
$3.6 billion, and public welfare spending, which also in- 
cludes an undetermined amount of health expenses, totalled 
$3.1 billion. 
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Psychiatric 
Syndromes in 
Patients over 60 


W. S. WILLIAMS, M.D. 


Galveston, Texas 


HE INCREASING incidence of mental illness 

in the later years of life is becoming a major 
public health problem. It is apparently due to several 
factors, the most obvious being the lengthening life 
span with a great proportion of the population sus- 
ceptible to the diseases of later life. The increase in 
incidence, however, is greater than the proportional 
increase of older people in the population and seems 
to be occurring in urban areas. Until recently mental 
disorders in later life were thought to be due solely 
to anatomic and physiologic changes in the central 
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Certain normal personality changes usually 
occur in elderly persons as their physical and 
social status becomes different. However, neu- 
roses, psychotic depressive reactions, cerebral 
arteriosclerosis with psychosis, and senile psy- 
chosis may develop and should be treated with 
the sociopsychologic factors in mind. 


nervous system, hence were regarded as inevitable.® 
Some functional psychoses in the aged were described 
but the incidence was thought to be small.14 The 
prognosis was considered to be hopeless in most cases, 
and a progressive downhill course to dementia and 
death was to be expected. The vast majority of men- 
tal illness in persons past the age of 60 years was 
thought to be etiologically related either to the patho- 
logic cellular changes of senility or to cerebral arteri- 
osclerosis. When there were signs and symptoms 
which seemed to be characteristic of a functional 
psychosis, this was explained as the personality of 
the individual influencing the organic reaction or as 
being due to the organically diminished — of 
the individual to adjust. 
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There were investigators in this area, however, who 
questioned whether the personality changes due to 
age were to be considered wholly as liabilities and 
who pointed out that in certain types of situations 
they could even be considered as assets.'* A compari- 
son was made of the pathologic changes in brains 
from aged people some of whom had demonstrated 
marked mental disturbance and some of whom were 
considered to be mentally normal. There was found 
to be little relationship between the degree of patho- 
logic change and the personality disturbance.’* With 
the stimulation of investigations of this type and the 
development of better diagnostic techniques and facil- 
ities the incidence of various psychiatric diagnoses in 
older people has changed during the last two decades 
with an increase in the ratio of functional to organic 
psychoses. Many of the personality changes which 
have been described as characteristic of aging®: !* are 
also characteristic of psychotic depressive reactions 
and may have been responsible in the past for con- 
fusion or even errors in diagnostic evaluations of 
mentally ill people in this age group. 

During the five year period from 1950 through 
1954 there were admitted to The University of Texas 
Medical Branch Hospitals 950 patients over the age 
of 60 in whom a psychiatric diagnosis was made. 
Of these, 225 or approximately 25 per cent had the 
diagnosis of cerebral arteriosclerosis or senile psy- 
chosis while 409 or 43 per cent had a diagnosis of 
psychotic depression or of psychosis in which the 
symptom of depressed mood was primary. Another 
5 per cent had the diagnosis of psychoneurotic de- 
pressive reaction. 

The association of depressed mood with the later 
years of life in these cases is striking and furnishes 
further elaboration of observations indicating that 
mild transitory feelings of depression are common 
to and even characteristic of the later years.‘ 

Investigation of mental illness in this age period 
indicates that there are etiologic factors other than 
the physiologic changes associated with aging in- 
volved since these seem to be common to the entire 
population and are not restricted to those who be- 
come mentally ill. Individual personality is certainly 
an important factor, and some writers have thought 
that these psychoses were the result of a combina- 
tion of personality defect and anatomicophysiologic 
change.’* Others have felt that illness at this period 
was evidence of a failure in adjustment and that in- 
vestigation would reveal a history of difficulty in ad- 
justment throughout the patient's life.° There have 
been investigations, however, which seem to indicate 
that maladjustment in earlier years is not always fol- 
lowed by disturbances in the later years.* There are 
marked individual variations in personality and if 
these illnesses are regarded as the result of person- 
ality defect, we would be at a loss to explain why 
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certain signs and symptoms seem to be predominant 
in this age period and other signs and symptoms 
prevalent in persons who become ill earlier in life. 

Since an illness characterized by depressed mood, 
self-depreciation, and feelings of futility is charac- 
teristic of this age period, it seems wise to search for 
sociopsychologic factors which are as prevalent as the 
physiologic and anatomic changes. The factors com- 
mon to the group are of course social factors such as 
retirement, loss of family, and the attitudes in our 
society toward aging. Studies of attitudes have been 
done which seem to indicate that old age is regarded 
as the most unfavorable period of life both by people 
who are making an adequate adjustment’ and by 
people who are mentally ill.? Anyone would find it 
difficult to live in this country today and remain un- 
aware of the tremendous emphasis which is placed 
on youth or newness, and of the penalties incurred 
by being considered archaic or antiquated. Arbitrary 
retirement ages have been set by most industries and 
institutions and people find it increasingly difficult 
to obtain employment in even the forties and fifties. 
At the same time they become aware of progressive 
physical changes associated with aging such as de- 
creasing acuity of hearing and vision, lessened physical 
stamina, and changes in personal appearance. They be- 
come sensitive to signs of physical disturbance which 
would have been ignored a few years earlier. Con- 
currently, they begin to lose status and prestige with- 
in their families as their children reach adulthood, 
marry, and have families of their own. They come 
to be regarded as well meaning but old fashioned 
people who must be humored and tolerated but large- 
ly ignored. They experience a sudden change from 
being the primary people in their families, commu- 
nities, and professions to a secondary role in which 
they are dependent on the bounty of their families 
and governmental agencies. They begin to withdraw 
from their current situations and find their satisfac- 
tions in reliving the past and reminiscing about hap- 
pier times in their lives. If the change is too rapid 
or if because of individual personality characteristics 
they are unable to adjust to the changes, a neurosis or 
psychosis may and frequently does result. 


To aid in differentiating normal states from illness 
it is wise to keep in mind the normal changes in per- 
sonality associated with aging. The most prominent 
and earliest change is a decrease in learning ability 
so that the person finds it more difficult to under- 
stand and integrate new experience. In a mild de- 
gree this accounts for the conservatism and resistance 
to change of older people, and when it develops to 
greater extent it becomes manifest as a recent mem- 
ory defect. As a result of decreasing physical stamina 
the older person shows less ambition and initiative 
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and has less energy and interest to devote to new 
enterprises. Also present is an increased reaction 
time, which contributes to the general appearance of 
slowness. At the same time increasing emotional la- 
bility develops with less control over irritation, re- 
sentment, tearfulness, laughter, and other affective 
expressions. The person also becomes less capable of 
abstract thought, which sometimes causes bizarre mis- 
interpretations in social situations. *1*:1* In sum- 
mary, the characteristic changes are rigidity in think- 
ing, decreased psychomotor activity, decreased energy 
and interest, emotional lability, social inappropriate- 
ness, and in later stages, recent memory defect. 


NEUROSES 


A neurosis occurring in the later years of life is 
usually a reaction to the problems of aging and is 
most frequently a psychoneurotic depression, anxiety 
tension state, or hypochondriasis and often is a com- 
bination of these three. The hypochondriacal preoc- 
cupation usually will be found to be an attempt on 
the part of the patient to center all of his fears and 
anxiety around the functioning of a particular organ 
system. By this means he is partially able to deny to 
himself the real source of his problems. He rational- 
izes away the changes that have occurred; he believes 
that they are temporary and that he will regain his 
former position in his community and family as soon 
as he is well, The tension, anxiety, and depression 
frequently are attributed to the obscure physical ill- 
ness or to normal concern about the physical illness. 

Secondary to the original neurosis many of these 
patients discover that they can use the normal defer- 
ence shown to a sick person to regain some of the 
attention and control over their families that they 
have lost. By exercising this control they may ex- 
press some of the resentment that they feel for real 
or fancied neglect. 


The physician’s therapeutic efforts almost invaria- 
bly will fail unless he approaches management with 
a thorough investigation and understanding of the 
situation. It is necessary for the patient to find new 
interests and sources of satisfaction and the aid of 
the family in this enterprise is indispensable. A frank 
discussion with them of the situation is probably the 
best approach. During the period of readjustment the 
patient can be helped by symptomatic and supportive 
measures with emphasis on repairing any real physio- 
logic deficit. Barbiturates should be used sparingly 
and only when absolutely necessary. Nicotine acid, 
Metrazol, amphetamine in combination with a bar- 
biturate, chlorpromazine, and reserpine are all help- 


ful depending on individual indications and contra- 
indications. 


TEXAS State Journal of Medicine, SEPTEMBER, 1956 








PSYCHIATRY IN AGED —Williams—continued 


PSYCHOTIC DEPRESSIVE REACTION 


A psychotic depressive reaction is characterized by 
depressed mood, tearfulness, psychomotor retardation, 
insomnia, loss of appetite, feelings of futility, hope- 
lessness, and despondency. The person is irrationally 
self-depreciatory and self-critical, overly concerned 
with the possibility of sickness, accident, and death 
in his family, and may have contemplated suicide be- 
cause he feels that he is a burden to his family. He 
is so preoccupied with his internal emotional state 
that he has little attention to devote to people and 
events about him, hence is often mistakenly supposed 
to have a recent memory defect. It is obvious that 
many of these symptoms are similar to the normal 
changes with aging, and it is not difficult to confuse 
one with the other. -The differentiation can be made 
by the history of relatively recent onset and rapid 
progression together with the presence of irrational 
guilt, concern, pessimism, and a pervading depressed 
mood. It is frequently possible to differentiate mem- 
ory defect from inattention and preoccupation by the 
slow administration of intravenous sodium amytal in 
a solution of 50 mg. per cubic centimeter. As the 
tension and depression are diminished by the drug 
it is possible to ascertain the extent of sensorium in- 
volvement. The treatment of choice is electroconvul- 
sive therapy for the psychotic symptoms and careful 
investigation of the life situation of the patient for 
precipitating factors and resources to aid in preven- 
tion of further illness. 


CEREBRAL ARTERIOSCLEROSIS 
WITH PSYCHOSIS 


The syndrome of cerebral arteriosclerosis with psy- 
chosis is most frequently characterized by exacerba- 
tion and remission with episodes of confusion and 
excitement which disappear but leave a progressively 
increasing mental defect. The most prominent fea- 
tures are emotional lability, increasing carelessness 
regarding personal hygiene, irritability, insecurity, sus- 
piciousness, and recent memory defect. If large ves- 
sels are involved, strokes with focal neurologic signs 
may accompany the mental symptoms. Grandiose 
delusions by which the person seems to attempt to 
deny his condition occur, as well as delusions of in- 
fidelity, ideas of reference, and delusions of persecu- 
tion. Many of the delusions are similar to those 
found in schizophrenia, but differentiation by the pres- 
ence of memory defect and the absence of inappro- 
priate affect is usually easy. Although a schizophrenic 
psychosis sometimes makes its initial appearance in 
this age period, it is very uncommon. 

Treatment of this condition involves improvement 
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of general physical condition with particular refer- 
ence to nutritional state and circulation. A combina- 
tion of nicotinic acid, 50 to 100 mg. three or four 
times daily, with Metrazol, 100 to 200 mg. three or 
four times daily, gives beneficial results in many 
cases, but the nicotinic acid must be used with care 
to avoid severe vasodilation, slowing of blood flow, 
and precipitation of further thrombosis. Barbiturates 
should be used with extreme caution if at all since 
it is easy to induce a toxic-delirious reaction with 
their indiscriminate use in the presence of cerebral 
arteriosclerosis. Chlorpromazine beginning with 25 
mg. every four to six hours is helpful in excited states 
and can be given intramuscularly for more rapid pos- 
itive effect if precautions are taken to avoid severe 
postural hypotension and its attendant dangers. 


SENILE PSYCHOSIS 


The senile psychosis syndrome is protean in its 
manifestations, and almost every known behavioral 
abnormality has been recorded as a symptom. The 
constant characteristics, however, are the usual changes 
of aging carried to their ultimate with recent mem- 
ory defect, marked emotional lability, poor judgment, 
emotionally determined interpretations of situations, 
and egocentricity. The person has withdrawn further 
and further from contact with the external world 
and lives within a personal world made up of the 
people and events of other times. His behavior is 
aberrant and inappropriate since it is not determined 
by reality. Persecutory delusions, pyromania, exhibi- 
tionism, sexual assaults, and aggressive outbursts are 
common, and homicides occur occasionally. 

When deterioration has reached this extent, there 
is little that can be done of a therapeutic nature. 
There is an ever increasing amount of evidence 
which suggests that the development of this condi- 
tion can be prevented or delayed if the person re- 
mains active socially and intellectually. After insti- 
tutionalization of patients of this type it has been 
possible to bring about improvement in overt be- 
havior by social activities in the hospital’ and by the 
judicious use of drugs.* There is little known regard- 
ing specific determinant factors, however, and a great 
deal of investigation is necessary before any rational 
therapeutic and preventive program can be instituted. 


SUMMARY 


There is ample evidence at present to demonstrate 
that sociopsychologic factors are of major importance 
in psychiatric syndromes of later maturity. It is pos- 
sible to treat effectively many emotionally and men- 
tally ill people in this group using an approach based 
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on this knowledge. Extensive research is needed in 
this area since so little is known. 
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Health Insurance 
Payments Increase 


Benefit payments under voluntary health insurance pro- 
grams are running 20 per cent higher so far this year than 
in 1955, the Health Insurance Council has announced. The 
increase in benefit payments, the council said, reflects both 
the progress made by the American people in bringing their 
health insurance protection to more nearly adequate levels 
and the continued spread of ownership. 


As of July 31, the council estimated, some 110 million 
persons, an all-time high, were covered by hospital insur- 
ance, while 94 million had surgical protection, 58 million 
had policies that covered regular medical expenses, and 7 
million were insured against major medical expenses. 


Commenting on the advances of voluntary health insur- 
ance for the year, the report stated, “The rapid growth of 
hospital, surgical, and regular medical expense insurance 
during 1955 was a continuance of truly spectacular trends 
that have been in progress for more than a decade.” During 
the year, the report went on to say, the number of people 
with hospital insurance increased by 6.1 per cent, surgical 
insurance was up 7 per cent, and regular medical expense 
protection made a 17.5 per cent gain. Major medical ex- 
pense insurance made the greatest advance with an increase 
of 138 per cent. 
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Intracerebral 


Vascular Disease 


MARTIN L, TOWLER, M. D., and 
WALTER E. REIFSLAGER, JR., M. D. 


Galveston, Texas 


URING the past two or three decades advances 
and new discoveries in all fields of medicine 
have been phenomenal, and as a consequence there 
has been a significant increase in life expectancy. 
Few, if any, useful advances have been made in our 
understanding of the pathogenesis and treatment of 
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A variety of cerebral vascular conditions with 
few or with appreciable changes in personality 
or intellectual efficiency occurs. Increased life 
expectancy brings greater incidence of arterio- 
sclerotic complications including central nervous 
system involvement. Especially important is diag- 
nosis and treatment of cerebral thrombosis, hem- 
orrhage, and embolism. 


arteriosclerosis, and we are confronted with an in- 
creasing incidence of the complications of this con- 
dition, of which central nervous system involvement 
is an extremely important one. 


CLINICAL SYNDROMES 


Cerebral arteriosclerosis, and other less frequent 
disturbances in cerebral circulation, may give rise to 
numerous and variable symptoms without producing 
appreciable changes in personality or in intellectual 
efficiency. Among the most frequent symptoms are 
dizziness, weakness, faintness, and giddiness. These 
are frequently precipitated by sudden changes in 
position, such as suddenly rising from a sitting or 
prone position or suddenly stooping or lying down 
and probably result from the rigid condition of the 
cerebral arteries and arterioles. The loss of elasticity 
of the cerebral vessels causes an impairment or loss 
in their response to changes in systemic blood pres- 
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sure related to changes in posture. Tremor is com- 
mon and indicates the beginning of circulatory dis- 
turbances in the basic ganglions. Noises in the head 
are also common and are usually synchronous with 
the pulse. They are generally attributed to the loss 
of elasticity of the internal carotid artery and are apt 
to be associated with sudden changes in position or 
circumstances causing changes in systemic blood pres- 
sure. Focal neurologic manifestations are frequent and 
are usually attributable to small areas of softening or 
ischemia resulting from occlusion of small arteries. 
Of these, cranial nerve palsies, tinnitus, trigeminal 
neuralgia, and jacksonian or grand mal convulsive 
seizures are the most common. Because of the prox- 
imity of the cranial nerves and cerebral arteries, a 
tortuous rigid vessel may compress or erode the nerve, 
with results of focal symptoms. Often, these focal 
signs and symptoms appear rather suddenly and grad- 
ually improve in the course of a few weeks. 


Since any one or all of the foregoing general or 
focal neurologic manifestations may represent the 
onset of a more severe disturbance, an exhaustive 
history should be taken and detailed physical and 
laboratory data collected before diagnosis is made. 
Cerebral arteriosclerosis is particularly difficult to di- 
agnose from mild symptoms, and the mere presence 
of peripheral arteriosclerosis and sclerotic changes in 
the retinal vessels does not always indicate a similar 
state in the cerebral vessels. Furthermore, a diagnosis 
of cerebral arteriosclerosis on such evidence not only 
is unwarranted but may be dangerous, since other 
diagnostic possibilities thereby may be neglected. 

Treatment of these general symptoms is largely 
one of symptomatic care and management. Particu- 
lar care should be taken to avoid drugs that produce 
a sudden or decided drop in blood pressure; such an 


incident may be sufficient to produce a cerebrovascu- 
lar occlusion. 


CEREBRAL VASOSPASM 


Vasospasm of intracerebral arteries occurs not un- 
commonly in arteriosclerosis; chronic nephritis with 
hypertension; cerebrovascular syphilis; eclampsia; poi- 
soning due to lead, carbon monoxide, or opiates; 
intoxications of various sorts; and post-traumatic 
states. In this condition there is a sudden onset of 
fleeting cerebral symptoms, which may be headache, 
dizziness, paresis or paralysis, aphasia, visual disturb- 
ances, convulsions, confusion, and stupor or coma. It 
is assumed that the vasospasm and ischemia are only 
severe enough to produce temporary reversible anoxic 
changes and that complete recovery from symptoms 


takes place after the return of normal vasomotor 
control. 
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The neurologic symptoms resulting from cerebral 
vasospasm are usually so fleeting that treatment is 
not necessary at the time but rather is directed at the 


possible cause and the prevention of further attacks 
and complications. 


ACUTE TOXIC-DELIRIOUS REACTIONS 


Elderly persons with cerebral arteriosclerosis are 
functioning with a narrow margin of reserve and are 
particularly predisposed to the development of acute 
toxic-delirious reactions. Such reactions are frequent- 
ly precipitated by injuries or operative procedures 
that require limitations in activity and interfere with 
food and fluid intake, acute infections, drugs that are 
commonly used safely in other persons, or other cir- 
cumstances that interfere with nutrition and fluid 
and electrolyte balance. These reactions are toxic in 
nature representing disturbed or impaired cerebral 
metabolism and are reversible under proper care and 
management. 

Ideally such acute delirious reactions should be an- 
ticipated and prevented rather than treated. Treat- 
ment consists primarily of restoring electrolyte bal- 
ance, proper control of food and fluid intake, and 
large doses of vitamin concentrates. 


CEREBRAL ARTERIOSCLEROSIS 
WITH PERSONALITY AND MENTAL CHANGES 


Personality and mental changes may occur as a 
result of arteriosclerosis and usually appear insidiously 
and progress gradually for months or even years. 
Such changes are usually preceded or accompanied by 
the general symptoms previously described. Senile 
psychosis is often confused with cerebral arterio- 
sclerosis, but this condition results primarily from 
tissue changes in the brain, of which the etiology 
and pathogenesis remain topics of considerable con- 
troversy and speculation. This condition usually oc- 
curs a little later in life than arteriosclerosis, although 
the periods of onset of both diseases overlap. Pre- 
senile sclerosis (Alzheimer’s disease) is a dementing 
process occurring in the fifth or sixth decade in life, 
with a pathologic picture similar to but usually more 
severe than that seen in senile psychosis. Pick’s dis- 
ease, or circumscribed atrophy of the brain, is rela- 
tively rare, and differs from Alzheimer’s disease pri- 
marily in that the atrophy of the brain is circum- 
scribed, usually limited to the frontotemporal or 
frontotemperoparietal cortex, and usually bilaterally 
symmetrical. Patients with cerebral arteriosclerosis, 
senile psychosis, Pick’s disease, and Alzheimer’s dis- 
ease have a uniformly bad prognosis, with the course 
lasting 2 to 20 years. 
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In our experience functional types of mental and 
personality disorders are much more common than 
those attributable to cerebral arteriosclerosis in the 
older age groups; however, once the diagnosis of 
cerebral arteriosclerosis is clearly established by thor- 
ough neurologic and psychiatric evaluation, the prob- 
lem resolves itself into one of symptomatic care and 
management. 


VASCULAR DISEASES WITH 
MAJOR NEUROLOGIC SYNDROMES 


Disturbances in circulation are by far the most 
common of all of the organic cerebral diseases, and 
among these, thrombosis, hemorrhage, and embolism 
play a prominent role and have long occupied a high 
position among the causes of death and morbidity. 
These conditions have been variously referred to as 
“apoplexy,” “cerebral vascular accidents,” and “strokes.” 
Because of the significant differences in treatment 
and prognosis, these conditions present vitally im- 
portant problems of differential diagnosis. The in- 
discriminate diagnosis of “stroke” or “cerebral hem- 
orrhage” in every case of cerebral vascular lesion 
should be condemned. 

Although no part of the brain is exempt from the 
possibility of vascular lesions, most observers agree 
that the parts involved with the greatest frequency 
are the putamen, the claustrum, and the white matter. 
Other areas in which acute vascular lesions common- 
ly occur, although much less frequently, are the pons 
and cerebellum. Acute vascular lesions are rare in 
the medulla, and, when they occur, are usually the 
results of lesions arising in the posterior inferior 
cerebellar artery. In general, the clinical course of 
acute spontaneous intracerebral lesion can be divided 
roughly into three stages: (1) onset, (2) profound 
paralysis, (3) convalescence and sequela. The symp- 
toms depend not only on the focal tissue damage but 
also on associated circulatory disturbances, cerebral 
edema, changes in the intracranial pressure, and dis- 
rupted function outside the permanently damaged 
area. Obviously, these associated disturbances will 
be more sudden and more profound with hemorrhage 
or embolism than with thrombosis. 


If the patient survives the original insult, the asso- 
ciated cerebral edema, cerebral circulatory disturb- 
ance, and altered intracranial pressure gradually sub- 
side, and the area of permanent focal cerebral dam- 
age then determines the more lasting clinical disturb- 
ances. Since the most common clinical picture fol- 
lowing acute cerebral vascular lesions is that of 
hemiplegia, this state has been referred to as the 
stage of profound paralysis; but it should be under- 
stood that in some instances other neurologic mani- 
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festations may dominate the picture, depending on 
the location of the lesion. This stage ordinarily per- 
sists for the period of ten days to three or four weeks. 
Improvement during this time long has been known 
to result not from the regeneration of neurons but 
from the return of function to those parts temporari- 
ly impaired by such associated disturbances as tissue 
edema and temporary circulatory changes. The stage 
of convalescence and sequela is usually reached after 
a period of several weeks or months. In some in- 
stances, improvement may continue to take place for 
as long as five or six months and is due to a gradual 
return of function in cellular elements that suffered 
reversible damage. 


Cerebral Thrombosis——Cerebral arteriosclerosis is 
the most common cause of cerebral thrombosis. Vas- 
cular syphilis, toxic proliferative endarteritis such as 
that occurring with any severe infection or state of 
intoxication, thromboangiitis obliterans, periarteritis 
nodosa, polycythemia, sickle cell anemia, and the leu- 
kemias are also known causes. Any disease process 
that diminishes the lumen of the vessel, decreases the 
rate of blood flow, or sufficiently alters the character 
of the blood may lead to cerebral thrombosis. 

The mode of onset furnishes valuable data for 
diagnosis. In thrombosis the onset is slow as com- 
pared with the usual rapid onset of symptoms in 
hemorrhage or embolism. It may occur at any time 
during the day and may bear no significant relation- 
ship to the activity of the person; however, it is not 
unusual for it to occur during sleep or a period of 
relative inactivity. In the majority of cases, the pa- 
tient does not lose consciousness, but may have a 
period of mild confusion, and the clinical signs are 
those of focal cerebral damage which gradually de- 
velops during hours or days. In rare instances, how- 
ever, the onset may be more sudden and dramatic and 
associated with evidence of diffuse cerebral damage. 
Generally, the patient is fairly alert or perhaps slight- 
ly drowsy but can give a full account of the onset 
and description of symptoms, provided aphasia is not 
present. If the patient is in coma, the involved side 
is usually detectable by passive movement of the ex- 
tremities or by allowing the lifted extremities to fall 
passively to the bed. The tongue deviates toward the 
paralyzed side, extraocular movements may be weak- 
ened, disturbances in phonation and deglutition may 
be present, and aphasia or paralysis may be complete. 
Conjugate deviation of the head and eyes, when pres- 
ent, is usually toward the side of the lesion. The deep 
reflexes are often lost or greatly diminished, but in 
milder or slowly progressive lesions they are usually 
exaggerated. Babinski’s sign may be elicited on the 
involved side and occasionally in the presence of 
more extensive damage may be bilateral. The body 
temperature is normal or slightly subnormal immedi- 
ately following a cerebral thrombosis, but a slight 
elevation may occur during the ensuing 24 to 72 
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hours. Changes in pulse and respiration are unusual 
except in profound coma. A transitory hyperglycemia 
and glycosuria is frequent in the more severe cases. 
Leukocytosis may be present even in the absence of 
complications. The cerebral spinal fluid usually will 
be clear and under normal pressure. There may be a 


slight increase in the white cell count and in the pro- 
tein level. 


The stage of profound paralysis varies with the 
extent and severity of the lesion but generaly per- 
sists two to three weeks. During this time most of 
the associated tissue changes subside, leaving only an 
area of irreversible tissue damage. During the period 
of convalescence and sequela, there is usually im- 
pressive improvement. The patient with hemiplegia 
may start walking with assistance within one or two 
months. The involved muscles do not degenerate, but 
may show evidence of disuse atrophy. Severe, dis- 
figuring contractures may occur during this time if 
special physiotherapeutic precautions are not taken. 
Trophic disturbances in the skin on the affected side 
may occur. Edema in the involved extremities oc- 
casionally appears as evidences of vasomotor disturb- 
ance. Minor personality changes, memory disturb- 
ances, irritability, emotional lability, lethargy, and im- 
paired judgment also may appear as sequela during 
this state. 

Cerebral Hemorrhage-—Hemorrhages may be mul- 
tiple, punctate, perivascular, diffuse, or localized and 
massive with extensive disruption and tearing of the 
cerebral tissue. Cerebral hemorrhage occurs most 
frequently in the presence of cerebral vascular disease 
and hypertension, although the sequence of events 
leading to the production of the hemorrhage and the 
actual mechanism by which it takes place have been 
the subject of considerable investigation and contro- 
versy. It seems reasonable to believe that the com- 
bination of causative factors and sequence of events 
is not the same in every case. Occasionally, an intra- 
cerebral hemorrhage occurs with a brain tumor or a 
cerebral angioma and, more rarely, as a result of a 
hemorrhagic diathesis or blood dyscrasia. 


Gross localized intracerebral hemorrhages are found 
most commonly in the region of the basal ganglions 
and cerebral white matter. Larger extravasations may 
rupture into the lateral ventricle or into the sub- 
arachnoid space, producing grossly bloody cerebro- 
spinal fluid. Pontine hemorrhages are often multiple 


and striplike along the course of the branches of the 
basal basilar arteries. 


Cerebral hemorrhage is observed in all races, in 
both sexes, and usually after the age of 40 years. 
Most studies indicate that cerebral hemorrhage reaches 
its peak of incidence between the ages of 50 and 60 
years, with a slightly higher incidence in men than 
in women. Those occurring before the age of 40 are 
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to be regarded as unusual, and particular attention 
should be directed to the discovery of the possible 
etiologic factors. 


Prodromal symptoms are not as common as in cer- 
ebral thrombosis, but the most common are head- 
ache, dizziness, drowsiness, fleeting numbness, weak- 
ness of the extremities, minor and transitory speech 
disturbances, and minor mental disorders. In a ma- 
jority of cases, the hemorrhage is the apparent end 
result of a long standing vascular and hypertensive 
encephalopathy with both clinical and pathologic evi- 
dence of preexisting cerebral vascular disease. The 
hemorrhage itself is frequently preceded by excite- 
ment, physical exertion, or circumstances that may 
give rise to a sudden increase in blood pressure; oc- 
casionally, it occurs while the individual is at rest. 
Characteristically, the patient complains of a sudden 
severe headache followed immediately by vomiting, 
convulsions, loss of sphincter control, and uncon- 
sciousness. Evidence of deepening coma during the 
first 24 hours is a grave prognostic sign. With in- 
creased intracranial pressure, the pulse slows and is 
bounding in character, and the blood pressure grad- 
ually rises. The respirations are slowed, stertorous, 
and irregular and, in the presence of more extensive 
damage, may assume the form of Biot’s type of 
breathing. At first there is a fall in temperature, 
followed by a slight rise to 101 or 102 F. for a period 
of two to four days. Sudden fluctuations in tempera- 
ture, as well as marked rises, always should be con- 
sidered as a poor prognostic sign. 


During the first 12 to 24 hours it may be extreme- 
ly difficult to localize the lesion, especially if the 
coma is profound. Pupillary changes are of ques- 
tionable value, especially in the presence of syphilis, 
but constricted pupils suggest a pontine lesion and 
present a grave prognostic sign. The sudden onset of 
a deep and profound coma with no localizing signs, 
rigidity and hyperextension of all extremities, evi- 
dences of brain stem involvement, nuchal rigidity, 
and grossly bloody cerebral spinal fluid under in- 
creased pressure always point to intracerebral hemor- 
rhage with rupture into the ventricular system. Pa- 
tients rarely survive more than 24 to 48 hours after 
intracerebral hemorrhages of this type. It is generally 
agreed that an intracerebral hemorrhage is fatal in 


about 60 to 75 per cent of the patients within the 
first week. 


In the nonfatal cases, the signs of shock gradually 
subside, and the patient may regain consciousness in 
a few hours or days, depending on the extent of the 
lesion. By this time, localizing neurologic signs have 
become apparent, and various neurologic syndromes 
may be produced. The remainder of the course dur- 
ing this stage, as well as the course and findings 
throughout the stage of convalescence and the sequela 
in nonfatal cases, do not differ from those described 
for intracerebral thrombosis. 
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Cerebral Embolism—Emboli causing cerebral in- 
farction are most often multiple, and their most com- 
mon source is the heart. Valvular vegetations may 
break off, enter the cerebral circulation, and produce 
septic or aseptic embolism. Mural thrombi following 
myocardial infarction, as well as emboli forming in 
auricles during auricular fibrillation, may become 
dislodged, enter the cerebral vessels, and cause aseptic 
infarction. Rarely, atheromatous particles may break 
loose from the aorta or the great vessels of the neck 
to produce emboli in the cerebral circulation. In the 
presence of a patent foramen ovale or persistent 
ductus arteriosis, any embolus entering the systemic 
circulation may reach the cerebral circulation and 
result in cerebral infarction. 

Cerebral embolism may occur in either sex and at 
any age. It differs from cerebral thrombosis and 
hemorrhage in that cerebral vascular disease is not 
a predisposing cause. Compared with the incidence 
of cerebral thrombosis and hemorrhage, it is a rela- 
tively rare condition and probably constitutes no 
more than 3 or 4 per cent of the acute cerebral vascu- 
lar lesions. It is not preceded by symptoms of cere- 
bral circulatory disturbances, and prodromal symp- 
toms may be entirely lacking. The activity of the 
person seems to bear no relation to the onset of 
symptoms. The onset of symptoms following em- 
bolism is usually sudden and dramatic, and resem- 
bles cerebral hemorrhage rather than thrombosis. The 
course during the first days closely resembles that 
described for hemorrhage and, because of the sudden 
and usually widespread associated changes, it is much 
more likely to terminate fatally than thrombosis. 
Septic emboli are usually multiple and result in 
abscess formation. The course, findings, and prog- 
nosis during the stages of paralysis and convalescence 


depend on the same factors as in thrombosis and 
hemorrhage. A diagnosis of cerebral embolism is 
justified only when the source of an embolus is 
demonstrable. 


DIAGNOSIS AND 
DIFFERENTIAL DIAGNOSIS 


The sudden onset of cerebral symptoms which 
tend to improve after a period of days or weeks al- 
ways should be suspected as being vascular in origin. 
General differentiating features between thrombosis, 
hemorrhage, and embolus are shown in table 1. 

Although acute vascular lesions occur most fre- 
quently in arteriosclerotic, diabetic, or hypertensive 
patients past middle age, such a diagnosis even in 
these patients should be made cautiously. The pres- 
ence of cardiovascular disease in a middle aged or 
elderly person does not exclude the possibility of a 
brain tumor or other possible causes of rapidly de- 
veloping cerebral symptoms. Acute cerebral lesions 
occurring during childhood, adolescence, or early 
adult life may be the result of congenital aneurysms 
or other congenital anomalous vascular defects, syphi- 
lis, toxic infectious processes, or blood dyscrasias. 
Conditions which must be considered in a differen- 
tial diagnosis are (1) spontaneous subarachnoid hem- 
orrhage; (2) subdural and extradural hematomas; 
(3) brain tumor; (4) brain abscess; (5) postcon- 
vulsive stupor or coma; (6) diabetic coma; (7) 
uremic coma; (8) spontaneous hypoglycemic coma; 
(9) Stokes-Adams syndrome; (10) poisoning from 
drugs and gases; and (11) carotid sinus syncope. 

The salient features differentiating subarachnoid 
hemorrhage from intracerebral vascular lesions con- 
sist of the sudden onset of a severe headache and a 


TABLE 1.—Clinical Differential Diagnosis of Apoplexy. 


Diagnostic Features Thrombosis 


Hemorrhage Embolus 





Age on onset. 65 + (senescence) 50 + (middle age) 


History of hypertension. 


10 + (adolescence, youth) 

Previous indications. History of diabetes, nephritis, syphi- 
lis, arteriosclerosis. Prodromal 
symptoms: headache, vertigo, 
poor memory. 


History of cardiac disturbance (mitral 
stenosis, fibrillating heart, coronary 
disease, endocarditis) . 

Nature of onset. Slow (days); during rest, often 


Rapid (hours); during 
during sleep. 


activity (straining, 
lifting) . 


Fulminating (minutes); during rest 
or activity. 
Clinical features. 


No loss of consciousness. Loss of consciousness 


(coma); signs of in- 
creased intracranial 
pressure and shock. 


Blood-tinged. 


Rapid loss of consciousness. 


Cerebrospinal fluid. Clear. Pleocytosis; moderate increase in red 


blood cells. 


Prognosis. Good, depending upon etiology. 


Fair; 30% die first week. Grave; 30% die first 


day, 60% die first week. 
(After Baker, A. B.: Clinical Neurology, vol. 1, New York, Paul B. Hoeber, Inc., 1955, p. 499.) 
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gradual loss of consciousness if this occurs at all, the 
gradual development of signs and meningeal irrita- 
tion, grossly bloody cerebrospinal fluid under in- 
creased pressure, usually the absence of focal or later- 
alized neurologic signs, and characteristically occur- 
ring in normotensive persons in younger age groups. 
In cases of subdural and extradural hematoma, there 
is usually a history of head injury shortly before onset 
of symptoms. The “latent” period so often seen in 
acute subdural and extradural hematoma, as well as 
a gradual and progressive onset of the chronic sub- 
dural hematoma, helps to differentiate these condi- 
tions. Headaches and xanthochromic spinal fluid are 
rarely seen with cerebral thrombosis, the condition 
with which subdural hematoma is most likely to be 
confused. In some instances trephine exploration will 
be indicated and necessary to clarify the diagnosis. 
The classic history of brain tumors—slow onset and 
gradual progression of symptoms—as well as the car- 
dinal signs of headache, vomiting, and choked disks, 
frequently serve to differentiate tumors from vascular 
lesion, for the latter has a more sudden or rapid onset. 
However, the early symptoms of brain tumor also 
may be acute, due to hemorrhage into a tumor, inter- 
ference of blood supply by compression from the 
tumor, sudden shifting of the tumor to precipitate 
an obstructive internal hydrocephalus, or swelling and 
edema in or around the lesion. The presence of an 
apparently normal cardiovascular system favors the 
diagnosis of a tumor. Choked disks and retinal hem- 
orrhages are more common and more marked in 
brain tumor, and roentgenograms may show shifting 
of the pineal gland away from the side of the lesion. 
Serial electroencephalographic records will show a 
rapid regression (within ten days or two weeks) of 
changes provoked by a cerebrovascular lesions where- 
as those related to a tumor will persist or progress. 
If the diagnosis remains doubtful after such a period 
of observation, pneumoencephalography or ventricu- 
lography should be resorted to. 


Brain abscess may give rise to focal neurologic 
signs and coma, but it is rarely confused with acute 
vascular lesions. A history of focal infection or sep- 
ticemia or the presence of a focus of infection, most 
often in the heart, ears, or lungs, also aids the diag- 
nosis. Postconvulsive stupor or coma, especially when 
seen in elderly persons, may pose a problem in diag- 
nosis. Sometimes, particularly after repeated attacks, 
a transient paresis of one side of the body (Todd’s 
paralysis) follows. A brief period of observation is 
usually necessary to clarify the diagnosis. 


Severe diabetes mellitus occasionally is first recog- 
nized only when coma develops. Although a transi- 
tory hyperglycemia and glycosuria may be associated 
with acute vascular lesions, neither is as marked as 
in diabetic coma. Furthermore, the acetonuria of di- 
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abetic coma, presence of air hunger, and absence of 
focal neurologic signs, all point to diabetic coma. 
Uremic comas most often occur in hypertensive elder- 
ly persons with some vascular disease, but a history 
of nephritis, slow onset of symptoms along with find- 
ings of albuminuric retinitis, pathologic findings in 
the urine, elevated nitrogenous metabolites in the 
blood, and absence of focal neurologic phenomena 
usually are sufficient to establish the diagnosis. 

Spontaneous hypoglycemic shock may manifest it- 
self with a convulsion, followed by a coma or a furor 
state and confusion. The history of a state of weak- 
ness, tremulousness, intense hunger, and excessive 
perspiration just prior to the onset along with the 
finding of a low blood sugar level during coma and 
rapid recovery from coma upon intravenous adminis- 
tration of glucose serves as a means of differentiation 
from cerebral vascular disease. In Stokes-Adams syn- 
drome, the slow pulse rate of heart block, the relatively 
short duration of coma, the absence of persistent neu- 
rologic findings, and the electrocardiographic changes 
will suffice to differentiate. Coma resulting from ex- 
cessive ingestion of various drugs, especially opiates, 
barbiturates, and alcohol, and from excessive inhala- 
tion of poisonous gases, especially carbon monoxide, 
must be differentiated by history, by the absence of 
neurologic signs, and in some instances by blood 
chemistry studies and a period of observation. The 
short duration of carotid sinus syncope and the dem- 
onstration of a hyperactive carotid sinus reflex are 
the important features differentiating it from acute 
cerebral vascular lesion. 

A clear knowledge of the mode of onset, a skill- 
fully interpreted past medical history, and a complete 
physical and neurologic examination usually furnish 
all the data necessary for differentiating acute intra- 
cerebral vascular lesion from other causes of coma 
or involvement of the central nervous system. Blood 
and urine examinations, blood chemistry studies, cer- 
ebrospinal fluid examinations, electroencephalography, 
and other special studies may be necessary. In more 
complex situations, angiography, pneumoencephalog- 
raphy, or ventriculography also may be necessary. 


TREATMENT 


Although treatment must be adapted to the indi- 
vidual case, some general principles can be applied 
to every case. During the acute stage, the patient is 
often comatose and requires constant attention. Aspi- 
ration of vomitus and obstructions of air passages 
should be prevented. Oxygen and stimulants, such 
as caffeine and Metrazol, may be necessary. The head 
should be elevated at least 30 to 45 degrees to insure 
adequate venous drainage. Glucose intravenously, de- 
hydration, and purgation with magnesium sulfate by 
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mouth or rectum are all measures that may help to 
decrease intracranial pressure. Lumbar puncture, with 
removal of a small quantity of cerebrospinal fluid, 
is a ready but dangerous means of decreasing intra- 
cranial pressure, since herniation and compression of 
the medulla or further hemorrhages or disturbance 
in circulation may result. When more conservative 
methods fail and intracranial pressure is increasing, 
lumbar puncture should be done with a small caliber 
needle. Sedation may be necessary, and paraldehyde 
is the drug of choice and can be administered rectally. 
Barbiturates may cause more confusion and excite- 
ment, and opiates should be avoided because of their 
depressive effect on the respiratory center. 


In the presence of increased intracranial pressure, 
fluid intake should be limited to 1,000 to 1,500 cc. 
in each 24 hour period. When coma or stupor persist 
for more than two or three days, frequent small (200 
cc.) tube feedings by the use of a polyethylene tube 
fixed in place should be instituted. Carbon dioxide 
and alcohol are effective cerebral vasodilators and 
may be used in the early stages of thrombosis, but 
are contraindicated in the presence of hemorrhage. 
In order to interrupt the vasospastic effect of the 
sympathetic nerve fibers to the intracerebral vessels, 
considerable attention has been given to the use of 
repeated stellate ganglion blocks and ganglionectomy. 
If used, stellate ganglion blocks are indicated as soon 
as the diagnosis of intracerebral thrombosis or aseptic 
embolism is established; however, this procedure 
should be delayed at least a week in case of intra- 
cerebral hemorrhage. 


In the stage of paralysis continued supportive care 
must be supplemented by care of the involved ex- 
tremities, with passive exercise as well as massage 
several times daily. Trophic ulcers and burns or in- 
jury to anesthetic parts must be prevented. Well 
padded orthopedic appliances should be used to pre- 
vent contractures. As tone and function return, vol- 
untary movement and early ambulation should be en- 
couraged. Continued care and management through- 
out the remainder of this stage and the next consist 
primarily of physiotherapy and reeducation. Elderly 
persons with cerebral vascular disease do not tolerate 
sedatives well, and special care must be taken to pre- 
vent toxic reactions. Too rigid a limitation of physi- 
cal activities with fear of “strokes” is likely to lead 
to an invalidism more disabling and miserable than 
an intracerebral lesion. During the past decade, con- 
siderable attention has been given to the surgical 
treatment of cerebral hemorrhage. Reports indicate 
that gratifying results may be expected in selected 
cases and that operative drainage or removal of the 
clot has a definite place in the treatment of cerebral 
hemorrhage, especially in patients in the younger age 
groups. 
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Functional 


Headache 


Z. K. MITIS, M.D., and 
HAMILTON FORD, M.D. 


Galveston, Texas 


NE CAN safely assume as an accepted fact that 
headaches are among the most common symp- 
toms met in the practice of medicine. They vary 
enormously in their clinical form, etiology, the effects 
they may have on the functioning of an individual, 
and the multitude of social and economic implica- 
tions they produce in the life of a patient. The large 
variety of the etiologic factors resulting in headaches 
leads to another generally recognized fact that head- 
ache is a symptom rather than an entity in itself. 
Reviewing the literature on this subject, one real- 
izes that great progress has been made, within the 
past 25 years or so, in our understanding of the etiol- 
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ogy, the physiologic mechanisms, and the treatment 
of patients with headaches. On the other hand, we 
can see, even more clearly, that our knowledge is 
still very limited. In this field the writings of H. G. 
Wolff74:?5 A. P. Friedman,® 1° and coworkers are 
probably among the best reference sources. 


A disturbance in practically any part of the body 
may lead through a reflex mechanism to secondary 
physiologic cranial changes which may precipitate 
pain. For years, if not centuries, constipation and 
dyspepsia were considered as the most common of- 
fenders. Organic diseases of the brain; eye, ear, nose, 
and throat diseases; hypertension; renal diseases; 
metabolic disturbances; and a number of others may 
produce stimulation of the pain sensitive structure 


Dr. Z. K. Mitis is an instructor 
in neuropsychiatry and director 
of treatment room facilities at 
the University of Texas Medical 
Branch; Dr. Ford is professor of 
neuropsychiatry. 





With 80 to 85 per cent of headaches being 
functional in nature, it is important to diagnose 
properly the psychogenic (tension and symbolic) 
and vascular (migraine, hypertensive, and his- 
taminic) headaches and institute psychothera- 
peutic and sedative measures as both preventive 
and symptomatic treatment. 


within and outside the cranium and precipitate the 
subjective sensation of cephalalgia. However, most 
authorities agree nowadays that the so-called “func- 
tional” variety of headache occupies the most prom- 
inent place in their incidence. 


Various statistics suggest that organic entities are 
responsible for 15 to 20 per cent, and the functional 
account for the remaining 80 to 85 per cent. Accord- 
ing to the classification of Morrison'® modified from 
Wolff?® and Moenck,!* the categories of headaches 
are listed in the following order of frequency: (1) 
psychogenic, (2) vascular, (3) from fibromyositis or 
cervical disk, (4) associated with a systemic disease, 
(5) associated with diseases of nose or paranasal si- 
nuses, (6) due to ocular disease, (7) from intracranial 
pathologic lesions, and (8) histamine cephalalgia. 

The first two categories are classified as functional, 
the remaining being in the organic group. 

Through the experimental studies on headache of 
Graham, H. G. Wolff, and associates,!*?° we have 
now a much more exact knowledge of the physiologic 
mechanism of headaches. It was determined that most 
of the intracranial structures are insensitive to pain, 
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with the exception of the venous sinuses; the dural 
and cerebral arteries; a portion of the dura adjacent 
to the large arteries; the fifth, ninth, and tenth cra- 
nial nerves; and the upper three cervical nerves. The 
extracranial structures, on the contrary, especially the 
arteries, are pain sensitive. Further details of specific 
functional physiologic mechanism will be discussed 
later when the clinical entities are described; how- 
ever, it may be stated that the changes occur chiefly 
in the arteries and musculature of the cranium and 
neck and that the same mechanism applies in a num- 
ber of types of organic cephalalgia. The exact path- 
ways of the reflex are still undetermined. Also, how 
great is the role of psychogenic factors in some cate- 
gories of functional headache, or even one of an 
organic nature? The latter question belongs probably 
to the class of general consideration of how much a 
diseased soma influences the psyche, or vice versa. 


This discussion will be limited to the functional 
categories. From the standpoint of both etiology and 
treatment, headaches of a functional type are divided 
into those of a primary vascular variety and those due 
to a mainly psychogenic etiology. 

As a rule the physical and neurologic examination 
are not contributory, nor are the routine laboratory 
studies, such as urinalysis, blood count, and roent- 
genogram of the skull. Other special investigations, 
like electroencephalogram, ophthalmologic examina- 
tion, search for allergy, and metabolic (for example, 
water) imbalances, seldom reveal any abnormality, 
although claims to the contrary have been made by 
various research workers. To give an example, the 
findings of Dow and Whity,® indicating a large in- 
cidence of abnormal electroencephalographic patterns 
in migraine patients, are disputed by a number of 
other investigators. 

In spite of the negative considerations, it must be 
mentioned that an organic possibility always should 
be present in a physician’s mind and that even in 
the most typical case with an apparently obvious 
diagnosis, a detailed physical examination should 
never be omitted. As a rule the diagnosis is not dif- 
ficult, and in doubtful cases, additional laboratory 
studies, such as examination of the cerebrospinal 
fluid, pneumoencephalography, or arteriography, may 
be necessary to establish an organic disorder. In some * 
cases of migraine a simple diagnostic test such as 
nitroglycerin, 1.2 mg. sublingually, producing a typi- 
cal hemicrania, may be of some value. Injection of 
histamine may rule out or establish a diagnosis of 
histamine cephalalgia. In the history, a special em- 
phasis should be paid to emotional factors, which 
would include the possibility of any precipitating 
factors, the type of personality, and in general, the 
personal life history of the patient. No need to say 
that any systemic disease should be either ruled out 


or, if present, evaluated as a contributory possibility 
and treated. 
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VASCULAR HEADACHES 


In the group of vascular headaches migraine and 
its variants are considered the most important cate- 
gory. The other causes for vascular headaches are 
chiefly systemic disturbances, such as fever, alcohol 
intoxication, hypertension, postepileptic seizure state, 
and histamine cephalalgia. In this latter group hyper- 
tensive headaches and histamine cephalalgia deserve 
some special attention because of their similarity to 
migraine and also the undue emphasis placed on his- 
tamine headaches ever since Horton’s original paper!® 
was published. This resulted in a large number of 
patients being unnecessarily histamine tested or even 
desensitized. 

Migraine—tThe clinical picture of migraine con- 
sists of a well defined syndrome occurring periodical- 
ly on the background of a state of relative well being. 
Typically, the headaches are paroxysmal, unilateral, 
severe, and throbbing, preceded by prodromal symp- 
toms (scotomas, photophobia, blurring, occasional 
hemianopsia, paresthesias, speech difficulties, and psy- 
chologic symptoms) and associated with nausea, vom- 
iting, and irritability at the peak of an attack. In the 
majority of patients, we have a history of migraine 
among close relatives and the age of onset before 20. 
Usually relief following administration of ergotamine 
is also considered as a diagnostic criterion. Of course, 
these symptoms and signs are not all or always pres- 
ent in every case, and there may be difficulty in dif- 
ferential diagnosis. Nevertheless, in contrast to ten- 
sion headache, there is a great similarity between one 
attack of migraine and another in the same indi- 
vidual. (For statistical evaluation of incidence of 
signs, symptoms, and historical data, the reader is 
referred to more detailed studies, such as Friedman's 
analysis!® of his 1,000 migraine cases.) 


Migraine Variants—When one is speaking about 
migraine, it must be understood that it is a gener- 
alized disturbance affecting the whole body, and not 
solely the head. This is the basis of the explanation 
of the migraine variants, when the associated symp- 
toms serve as a substitute for the headaches. The 
most common among the variants is the “abdominal 
migraine.” This diagnosis should be considered in 
the person suffering from periodic nausea and vomit- 
ing for which no cause can be found. This type is 
relatively more frequently seen in childhood. Often 
it is impossible to obtain an accurate history of head- 
ache from a child, and the emphasis is placed on 
the observable vomiting. However, many patients 
with typical migraine give a history of cyclic vomit- 
ing earlier in childhood which later on was followed 
by attacks of hemicrania. 


In some patients, the pain seems to be located in 
the chest, especially the precordial region, which is 
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known under the name of “precordial” and “thoracic 
migraine.” There is no clinical evidence of any local 
pathologic condition and the electrocardiogram is 
normal, The “ophthalmic migraine” occurs when the 
usual visual prodromal symptoms are at the peak of 
an attack, instead of during the initial period. “Oph- 
thalmoplegic migraine” describes a condition in which 
periodic unilateral headaches are associated with ex- 
traocular paralysis; the pupil on the affected side is 
almost always dilated. These cases are rare, and care- 
ful consideration to exclude organic lesions (aneur- 
ysm, tumor, brain stem lesion) should be given, be- 
fore making such a diagnosis. With recent improve- 
ment in cerebral arteriography, it has been demon- 
strated that most of these cases are due to an aneur- 
ysm of the vessels of the circle of Willis; however, 
in the remaining cases the cause is still uncertain. 

The physiologic mechanism for migraine, as now 
understood, is one of an initial vasoconstriction pro- 
ducing the prodromal symptoms, followed by dilata- 
tion of the cranial arteries, chiefly in the distribution 
of the external carotid artery to produce stimulation 
of the pain sensitive arteries. The pain, originally of 
a throbbing, pulsating character, acquires a more per- 
sistent dull character as the arteries dilate. During 
or after this phase, there is a painful spasm of the 
muscles of the occipital area and neck which may 
outlast the original pain. In this stage the pain is 
considered to be due to stimulation of nerve endings 
or ischemia of the muscles. However, as in tension 
headaches, the detailed mechanisms connected with 


physiochemical changes in the muscles are still hypo- 
thetical. 


The significance of emotional and/or constitutional 
factors in the etiology of migraine is now accepted 
among the medical profession, although there are 
extreme schools of thought in either direction. To 
most clinicians, the familial incidence, the coincidence 
with epilepsy, the absence of a “typical” personality 
in a number of migraine patients, the frequent ab- 
sence of any apparent psychologic precipitating fac- 
tors, point out that there must be a constitutional 
defect in the cerebral circulation. On the other side, 
there is a large number of studies and observations 
in the literature (Brenner, Friedman,!® Fromm- 
Reichmann,! Knopf,!> Wolff?*) pertaining to com- 
mon personality traits in the majority of these pa- 
tients. There is some difference, chiefly in the de- 
scriptive terms and emphasis, among these authors; 
however, a majority of patients are placed in the 
compulsive character category. They show superior 
intelligence and some emotional inadequacy. They 
would often be described as ambitious, efficient, 
rigid, perfectionistic, shy and submissive; in child- 
hood, they usually are among the best students and 
liked by their teachers. 


As to the precipitating factors, the authors are uni- 
form in finding repressed hostility and consider an 
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attack of migraine as a state of repressed rage. A little 
more specific is Frieda Fromm-Reichmann"™ in her 
analysis of 8 migraine cases; she found that the hos- 
tility was always directed against intellectually bril- 
liant people. This still leaves an open question in 
psychosomatic medicine as to why repressed hostility, 
which is common in many people, should lead in 
some to migraine, in others to tension headaches, 
hypertension, neurosis, and so forth. There are inter- 
esting speculations on this subject, but so far, we 
have no definite answer. 

Hypertensive headaches often resemble migraine; 
usually they are described as a deep ache of throbbing 
and dull nature, and they may be generalized or local- 
ized in the frontal or occipital area. Sometimes the 
headache is unilateral or encircling the head. Nausea 
and vomiting do occur, but much less commonly than 
in migraine. 

The mechanism is not clearly understood; how- 
ever, it is fairly certain that it is different in cases 
associated with hypertension alone and in those asso- 
ciated with a renal failure as well (hypertensive en- 
cephalopathy). As we know, the former can exist 
periodically for years before any renal impairment 
develops. These are the headaches which may be 
confused with migraine, and there is certain evidence 
that arterial dilatation is at least one of the pain 
producing changes. Experimentally induced increase 
in the pressure of cerebrospinal fluid did not produce 
the pain, and clinical observations point out that an 
attack may be present when the blood pressure is 
low as well as when it is high. However, treatment 
of hypertension by low salt intake, antipressor drugs, 
and sedatives does have a preventive effect for the 
individual attacks. The emotional factors seem to 
play some etiologic role in essential hypertension and 
also often precipitate the attacks. Hypertensive en- 
cephalopathy is a more strictly organic condition in 
which edema of the brain may exist in addition to 
other factors and cause irritation of pain sensitive 
structures. 

Histamine cephalalgia, known also under the name 
of Horton’s syndrome, is a comparatively rare condi- 
tion. It consists of paroxysmal attacks of a headache 
with sudden onset and short duration. It is typically 
unilateral, but may occur on either side, and is asso- 
ciated with nasal congestion, lacrimation, rhinorrhea, 
and sometimes sweating and flushing of the skin. 
There is no definite periodicity, family history, or 
prodromal symptoms as seen in migraine. Likewise, 

it is rare before the fourth decade of life. The attacks 
can be precipitated by injection of small amounts of 
histamine, for example, 0.1 to 0.275 mg. The patho- 
genesis differs from migraine in that in this condi- 
tion the dilatation of the branches of the internal 
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carotid artery is the predominant immediate cause of 
the pain. 


PSYCHOGENIC HEADACHES 


Tension headaches and symbolic headaches fall into 
the subdivision of psychogenic headaches, The first 
ones are by far the largest and most important; it 
probably can be stated that they are more common 
than all other types together. Like migraine, this 
headache is classified as a psychophysiologic condi- 
tion, in contrast to a symbolic type which is a purely 
psychic phenomenon. 

Tension Headaches——The range of severity of ten- 
sion headaches and the way a patient describes them 
vary greatly in comparison with other types. Often 
they differ in the same person on different occasions. 
They occur in so-called “normal” persons as well as 
in people suffering from various emotional disorders 
ranging from character disorders through neuroses to 
psychoses. Among others, the so-called “common 
headache” belongs to this class. The severe headaches 
seen so often in patients with depression are another 
example of headache with the same physiologic mech- 
anism. It is interesting to note that in the latter in- 
stance there is usually a dramatic symptomatic remis- 
sion in response to electroconvulsive therapy, which 
includes a remission of the attacks of headache. 

In tension headaches the periodicity seen in mi- 
graine is usually lacking, and most patients complain 
of persistent headache. Often they say that they are 
seldom free from it. The pain is usually described 
as dull or throbbing, burning, or a feeling of pres- 
sure, predominantly (not always) bilateral, and lo- 
cated more often in the occipital and neck area, less 
often in the vertex or other regions. The accompany- 
ing signs are chiefly anxiety, nausea, and vomiting, 
but the latter two are not observed as often as in mi- 
gaine. The family history and the age of onset could 
not be considered as differential points from mi- 
graine, but generally the age of onset is not as early 
and the family history not as common. To follow the 
comparison, the emotional factors in tension head- 
aches are much more obvious to the patient and to 
the observer. It seems that the emotional conflict 
is not so deep-seated and not so repressed. The spe- 
cific emotion is also one of hostility, but in many of 
these patients, this feeling is much closer to the sur- 
face and they demonstrate it overtly in resentment 
and aggression, directed chiefly towards family mem- 
bers or people representing family figures. Too, often 
the patient is unable to express this hostility and the 
“bottling up” is followed by the chronic headache. 
No “typical” personality has been described. Further- 
more, again, we have no answer why hostility should 
be expressed in tension headaches in certain persons. 
The psychic conflict expressed through motor 
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nerves produces sustained contractions of skeletal 
muscles, particularly those of the neck, and through 
autonomic system dilatation of the cranial arteries, 
both responsible for pain. Muscular spasm due to 
diseased structures in the neck (for example, damaged 
disk, cord tumor) also may lead to headaches of a 
muscular origin. The mechanism is somewhat differ- 
ent, and the clinical signs and additional laboratory 
studies make the differentiation not too difficult. 

Symbolic or conversion headaches express an un- 
conscious emotional conflict like it is expressed in 
any other sensory disturbance of a hysterical nature. 
Paresthesias, hyperesthesiffias, anesthesias, and hysteri- 
cal blindness or deafness are other examples of this 
phenomenon within the sensory system, in which no 
local physiologic changes are seen, and the whole 
process supposedly takes place in the higher cortical 
sensory centers. Of course, on the basis of the pa- 
tient’s description alone it may not be distinguished 
from other types of headache. Other signs of hys- 
teria or hysterical personality would be necessary to 
make a clinical diagnosis. Absence of anxiety, defi- 
nite secondary gains, tendency to manipulate the sig- 
nificant person in the environment, and an apparent 
unconcern about the patient’s own condition would 
be the characteristic features. There is no adequate 
evidence in the literature concerning the incidence of 
these headaches; they are usually grouped together with 
the tension category under the heading of psycho- 
genic headaches. It is our impression that these head- 
aches are rather uncommon, that even in patients 
with a typical hysterical personality, we may have to 
deal with a tension headache and not with a purely 
symbolic variety. There are reports, chiefly, by psy- 
choanalysts (Abraham,' Fenichel,® Seidenberg,”* and 
others) leaving little doubt that in their patients this 
symptom had a symbolic meaning, but even then 
one could question whether there was or was not any 
local physiologic change present which would have 
been directly responsible for the subjective sensation 
of pain. 


TREATMENT 


Headaches associated with emotional tension and 
migraine, as the largest group, deserve our main atten- 
tion. The problem has a dual aspect: the manage- 
ment of an actual attack and the prevention of re- 
currence. No need to say that these two approaches 
will overlap each other in many instances. 


Various forms of psychotherapy are the main pre- 
ventive measure and often serve also as an adjuvant 
in the treatment of an actual attack. Simple reassur- 
ance and explanation of the influence of emotions on 
the functions of the body would give to many a pa- 
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tient a sufficient insight into his own reactions in 
stressful situations and enable him to deal with them 
in a more constructive manner. Periodic ventilation 
of the accumulated resentment would bring about a 
relief from the tension, and often when combined 
with mild sedation, it can maintain some patients for 
a long period of time. Adequate knowledge of the 
patient’s personal life and his affairs can enable the 
physician to recommend environmental changes. The 
simplest example of this would be to advise a bal- 
anced program of the patient’s life, in which work, 
rest, and play, would have their places. One has to 
remember that the patient himself may be responsi- 
ble for many stressful situations by some repetitious 
neurotic tendencies, and by tactful remarks this can 
be brought to his attention. Of course, the most im- 
portant part in the process of psychotherapy is the 
personal relationship between the patient and his 
physician. In more specialized techniques, like in- 
tensive short term psychotherapy or full psychoanal- 
ysis, this is clearly understood. All forms of psycho- 
therapy may lead to some environmental changes, 
either under direct guidance or, better, on the pa- 
tient’s Own initiative; they also may lead to a better 
adjustment to the individual’s actual environment. 


The combination of psychotherapy with mild seda- 
tion, as a preventive measure, is commonly used and 
generally gives better results. Phenobarbital or Amy- 
tal, in the barbiturate group, are probably as good as 
any, but one has to remember that a number of these 
patients have the typical character tendencies which 
may lead to addicton or their habitual usage. So far, 
we have no evidence that the more recent drugs like 
Thorazine, reserpine, or meprobamate lead to such 
a hazard, and the therapeutic effects seem to be rather 
encouraging. This is truer in that these drugs seem 
to have a physiologic effect in lowering the tonicity 
of the skeletal muscles which would appear to abolish 
some of the immediate etiologic factors, especially 
in tension headaches, namely, the muscular spasm. 


As a rule the dosage is lower than in treatment of 
neuroses or psychoses and seldom exceeds 150 mg. 
of Thorazine, 2.0 mg. of reserpine, or 1.6 Gm. of 
meprobamate daily. Only in comparatively few cases 
the physician or the patient will discontinue the 
medication on account of undesirable side effects. 
With oral administration, especially of reserpine, one 
has to remind the patient that the action of the drug 
is accumulative, and that on the average, it requires 
five to ten days to take effect. Some favorable re- 
ports on the subject appeared in the recent literature 
(Barrett and Hansel,” Borrus,? Friedman,® Selling”), 
which we fully support by our own experience. 
The use of anticonvulsive drugs (for example, Di- 
lantin Sodium or Mesantoin) in the treatment of 
these patients suffering from migraine or tension 
headache, who show abnormal electroencephalograph- 
ic tracings, has been employed, usually as an adjunct 


TEXAS State Journal of Medicine, SEPTEMBER, 1956 











FUNCTIONAL HEADACHE—Mitis & Ford—continued 


to other preventive measures. In our experience the 
results are rather disappointing, and even in cases in 
which improvement follows their use, it is difficult 
to prove that the beneficial therapeutic result is due 
to such medications. 

In the treatment of actual attacks of migraine there 
seems to be agreement on the therapeutic value of 
ergotamine tartrate, which has a vasoconstricting ef- 
fect on the arteries. The attempts to abort the stage 
of vasoconstriction by vasodepressants like amyl] ni- 
trate are of little value, although one can abolish tem- 
porarily some of the prodromal symptoms. In oral 
administration, Cafergot (ergotamine tartrate 1.0 mg., 
caffeine 100 mg.) is very useful and, like any other 
vasoconstrictor, should be given early during an at- 
tack in full therapeutic dose. Ergotamine tartrate is 
sometimes more effective when administered rectally 
or parenterally. When ergotamine tartrate is poorly 
tolerated, dihydroergotamine methane sulfonate (D. 
H.E. 45) may be substituted. The old well known 
contraindications to ergotamine will not be repeated 
here, nor its fairly common side effects, except for 
mentioning that some of the side effects referable to 
the gastrointestinal system can be satisfactorily con- 
trolled by atropine. 

If the headache has been present for a longer peri- 
od, analgesics, or sedatives may be indicated; acetyl- 
salicylic acid, acetophenetidin, codeine, Seconal, Sodi- 
um Amytal, and Sodium Butisol, usually in combina- 
tion, are a good choice. 

In actual attacks of tension headaches the combi- 
nation of sedatives and analgesics, as just mentioned, 
is also considered the best symptomatic treatment. 
One should resist, if possible, the administration of 
powerful narcotics, like morphine or Demerol, and 
intravenous or large doses of barbiturates which only 
too frequently lead to over dependence on the medi- 
cation and increasing demands for the physician’s 
prescriptions. 


Psychotherapy is the treatment of choice in dealing 
with the symbolic type of headaches, like in any other 
form of psychoneurosis with conversion symptoms. 
Except for powerful sedatives and narcotics, which 
are dangerous to use for the aforementioned reasons, 
other medications are of no real value. The rather 
dramatic response one sporadically obtains in such 
cases after administration of one type of drug or 
another is considered to be due to suggestion rather 
than to the properties of the medicine. 


SUMMARY 


The literature concerning the etiology and classi- 
fication of headaches has been reviewed, with a spe- 
cial emphasis on the functional category. The clinical 
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features leading to a diagnosis, and the advantages 
and limitation of laboratory studies in making a 
diagnosis, have been discussed. Treatment has been 
described in the light of our own experience and 
compared with results quoted in the literature. 
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VARIETY of new pharmacologic agents useful 
in the management and treatment of functional 
disorders have become commercially available in the 
United States within the past three years. Their in- 
troduction has been met by an almost unparalleled 
reception, a response which has emphasized the grow- 
ing need for practical drug therapy of symptoms of 
psychologic origin. Three types of drugs compose 
these recent advances in neuropharmacologic re- 
search: (1) the tranquilizers, (2) the euphoriants, and 
(3) the nonbarbiturate hypnotics. The tranquilizers 
are fundamentally sedatives in the sense that they are 
designed to relieve tension and reduce psychomotor 
activity. Their uniqueness lies in their ability to do 
so without disturbing intellectual function. The eu- 
phoriants and nonbarbiturate hypnotics are lesser but 
nonetheless important developments, their significance 
being in the advantages they offer over existing prep- 
arations and their wider clinical applicability. 

The ultimate position which they will occupy in 
therapeutics remains to be determined. Early over- 
enthusiasm is being replaced by the more realistic ap- 
praisal that they are mainly of value in symptomatic 
control, and that cures are rare, if not fortuitous. Un- 
predictability of therapeutic response and occurrence 
of objectionable side effects and complications are 


683 











NEUROPHARMACOLOGIC ADVANCES—Cohen—continued 


major defects in the products presently available. An- 
other undesirable feature is the cost, which may be- 
come economically burdensome to the patient. 


Dr. Irvin M. Cohen is associate 
professor of neurology and psy- 
chiatry, University of Texas 
Medical Branch. 





A review of the tranquilizers, euphoriants, and 
nonbarbiturate hypnotics which have come into 
widest use in the past few years in the treatment 
of symptoms of psychologic origin indicates that 
these new agents have a practical application 
but cannot be depended on for cure, freedom 
from side effects, or reasonable cost. 


Space does not permit detailed discussion of each 
of the new drugs. This paper is therefore intended 
as a brief review of those in widest use, and as a guide 
to the practicing physician. 


TRANQUILIZERS 


To utilize the tranquilizers most effectively, a clear 
understanding of certain facts and therapeutic princi- 
ples is required: 


1. Improvement is not related to diagnosis, but to the 
presence or absence of certain clinical features in the illness. 
2. Dosage is determined entirely on the basis of thera- 


peutic response and must be adjusted to the requirements 
of the individual case. 


3. The margin of safety is great. Fatal termination fol- 
lowing overdosage is almost unknown. 

4. The patient in tranquilizer-induced sleep can always 
be awakened. If the patient cannot be awakened, an unto- 


ward reaction has occurred, the nature of which must be 
ascertained immediately. 


5. Side effects are common but usually disappear during 
treatment. 


6. Habituation is rare. Addiction does not occur. 

Chlorpromazine (Thorazine).—Chlorpromazine, a 
chlorinated derivative of phenothiazine, was synthe- 
sized in France in 1950 and was widely used in 
Europe for two years prior to its introduction in this 
country in May, 1954. Its spectrum includes psy- 
chiatric illnesses of all classifications, but it is most 
effective if there is evidence of (1) agitation, (2) 
anxiety, or (3) aggression, irrespective of the diag- 
nostic entity in which the manifestation may appear. 
Improvement ranges from mere reduction of intensity 
of symptoms to apparently complete resolution of ill- 
ness. Results have been poor in withdrawn or hypo- 
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chondriacal patients, or when there is secondary gain 
from symptoms in the form of familial sympathy or 
overindulgence. Chlorpromazine appears to be capa- 
ble of worsening depressions and perhaps even mobil- 
izing incipient cases and should not be used in such 
cases except temporarily to reduce agitation. 

The required dosage is highly variable and must be 
determined strictly on the basis of clinical response. 
It is believed that many failures with chlorpromazine 
can be attributed to inadequate dosage. In my experi- 
ence effective oral dosage for most neurotics is in the 
range of 200 to 600 mg. daily, whereas psychotic pa- 
tients have generally required 400 to 800 mg. daily.* 
As much as 3,200 mg. daily have been given without 
untoward effects. 


There has been much discussion of the toxicity of 
chlorpromazine. The consensus seems to be that al- 
though it produces many undesirable side effects and 
occasionally serious complications, it is in most cases 
a relatively safe drug which can.be utilized without 
undue risk. With several exceptions, side effects are 
due to physiologic action on various levels of the 
nervous system; they are usually temporary and rarely 
require termination of treatment. One or more can 
be expected to occur, the most frequent being drowsi- 
ness, weakness, nasal stuffiness, and orthostatic hypo- 
tensive symptoms. Precipitous fall in blood pressure 
may occur, particularly after intramuscular injection. 
If the patient remains responsive and there are no 
other signs of shock, no special treatment is needed. 
Should vascular collapse occur, norepinephrine should 
be used since chlorpromazine may reverse the action 
of epinephrine. Special precautions should be taken 
with the aged, to whom intramuscular injections 
should not be given except when unusual indication 
exists. It is now generally believed that complica- 
tions referable to the skin, liver, and hemopoietic 
system are idiosyncratic phenomena which occur in 
patients sensitive to this drug.5 Numerous studies 
have been devoted to chlorpromazine induced jaun- 
dice. The process has been found to be a reversible 
reaction which spares the parenchyma and confines 
itself to temporary occlusion of the biliary canaliculi. 
Since patients not developing jaundice show no dis- 
turbance in bile secretion or hepatocellular function,* 
chlorpromazine probably does not involve the liver 
except in the presence of sensitivity. The misconcep- 
tion exists that large dosages or prolonged adminis- 
tration increases the risk of liver damage; actually, 
the incidence, which is approximately 1.5 per cent,° 
is unrelated to these factors. Dermatologic complica- 
tions usually appear after two weeks of administra- 
tion, generally resolve quickly, and not only may dis- 
appear without interruption of treatment but ordi- 
narily do not recur on subsequent administration. 
Parkinsonism may occur, particularly when daily dos- 
age exceeds 600 mg.; resolution is usually rapid when 
dosage is reduced. The rarest complication, agranu- 
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locytosis, which occurs most frequently in females 
and during the sixth week of administration, demands 
prompt detection and immediate treatment by anti- 
biotics and corticotropin. 


Reserpine.—Sedation produced by reserpine is qual- 
itatively similar to that of chlorpromazine, although 
it does not usually induce sleep except when given 
parenterally or in large oral dosages. However, the 
two drugs differ in many respects. Chlorpromazine 
lowers blood pressure by a combination of peripheral 
sympatholytic and adrenolytic effects; reserpine, by 
reducing central sympathetic activity. Chlorpromazine 
produces tachycardia (compensatory to orthostatic hy- 
potension ), hypochlorhydria, and constipation; reser- 
pine, bradycardia, hyperchlorhydria, and increased 
peristalsis. 


Therapeutic effects of reserpine resemble those of 
chlorpromazine in that it also reduces anxiety and 
calms psychomotor excitement. Clinical indications 
are roughly identical, and comparison studies® 1 re- 
veal results to be approximately equivalent. Rapid 
effect can be obtained from both drugs by parenteral 
administration, although it is my impression that 
chlorpromazine is the most potent in controlling hy- 
peractive psychotics. Oral reserpine acts slowly, some- 
times requiring several weeks for maximum results, 
and it is wise to warn the patient of this. When rapid 
relief is needed or desirable, chlorpromazine is prefer- 
able. When time is not a factor, choice between these 
two drugs rests on individual preference and consid- 
eration of risks involved. I have found chlorproma- 
zine to be of greater value in patients who com- 
plained of “nervousness,” vague feelings of unrest, 
and similar indicators of free-floating anxiety. Pa- 
tients who exhibit chronic low grade but partially 
disabling tension states seem to derive more benefit 
from reserpine, particularly when headaches are the 
presenting complaint. 

Daily dosage for neurotic patients is 0.5 to 5.0 
mg. daily. In the management of severely agitated 
or assaultive patients a combined intramuscular-oral 
regimen is indicated. Injections of 2.5 to 5.0 mg. in 
conjunction with oral doses of 1.0 mg. twice daily 
are given in the early phase, injections gradually being 
replaced by increasing oral doses usually to a level 
of 4.0 mg. daily or higher if necessary. Combined 
chlorpromazine-reserpine therapy recently has been 
suggested,” but whether the effect is synergistic or 
additive is debatable. 

Reserpine has fewer side effects than chlorproma- 
zine though they tend to be more subjectively dis- 
tressing. The most frequent are nasal stuffiness, weak- 
ness and fatigue, and loose stools. No grave compli- 
cations have been described. The most common com- 
plication is Parkinsonism, which is reversible and 
usually resolves on reduction of dosage or temporary 
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discontinuance of medication. Reserpine may induce 
depressions, and it is my growing impression that 
such depressions are more difficult to treat than the 
usual psychogenic depressions. 

_ Meprobamate (Equanil, Miltown)—Meprobamate 
is chemically a derivative of mephenesin, exerting 
similar but more intense sedative and muscular relax- 
ing properties. It appears to be of considerable value 
in anxiety and tension states and allied psychosomatic 
conditions. Relief is usually negligible if features in- 
dicative of anxiety are absent or if anxiety is of psy- 
chotic proportions. Psychosomatic manifestations in 
which it has proved useful include tension headaches 
caused by sustained contraction of the muscles of the 
scalp and neck, low back pain due to muscle tension, 
pylorospasm, and recurrent blushing. 

The dose is 400 mg. three to four times daily. In 
some cases tolerance develops rapidly and doubling 
of the dosage may be required. In others improve- 
ment may allow halving. Side effects consist mainly 
of drowsiness and weakness in the early course of 
treatment and occasionally gastric discomfort. In con- 
trast to the phenothiazine derivatives and reserpine, 
it has no significant effect on the autonomic nervous 
system so that side effects of this type are generally 
absent. Meprobamate is not entirely free of compli- 
cations. Allergic skin reactions may occur, and in my 
series an anaphylactoid reaction occurred one and 
one-half hours after an initial dose of 400 mg. The 
reaction persisted for 96 hours and consisted of an 
initial stage of shock followed by prolonged hypo- 
tension, fever, and generalized skin eruption. Adkins? 
has described 1 death occurring after a first dose of 
Equanil. Postmortem examination revealed nonspe- 
cific changes. 

Promazine (Sparine).—Promazine is a modified 
form of chlorpromazine. Milligram for milligram it 
is less potent than chlorpromazine, but when used in 
sufficient quantity can produce similar calming action 
on the acutely disturbed patient. Its comparable 
efficacy in the less dramatic indications has not yet 
been established. The side effects of promazine ap- 
pear to be less intense and perhaps fewer than those 
of chlorpromazine. There is considerably less effect 
on blood pressure. Precipitous drops in pressure are 
unusual, even after intravenous administration. Pos- 
tural hypotension is not uncommon, however. Claims 
that promazine is free from complications must be 
discounted as premature. In this regard it should be 
remembered that jaundice due to chlorpromazine was 
not described until it had been in use for more than 
two years. 

The indications for promazine are essentially sim- 
ilar to those of chlorpromazine, that is, as symptomatic 
control in the anxious, agitated, or aggressive patient. 
Since it has limited hypotensive effect, promazine 
may be injected intravenously, a valuable advantage 
under certain conditions. The initial intravenous dose 
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is 50 to 150 mg. depending on the degree of excita- 
tion. In general, these doses are sufficient, but if the 
desired calming effect is not apparent within 5 to 10 
minutes, additional doses up to a total of 300 mg. 
may be given. The oral or intramuscular dose is 25 
to 200 mg. at four to six hour intervals, depending 
upon the response of the patient. To reduce the pos- 
sibility of potentiation of alcohol, the initial dose in 
the acutely inebriated patient should not exceed 50 
mg. 

Hydroxyzine (Atarax)—Hydroxyzine is a recently 
imported Belgian drug. There is yet a paucity of re- 
ports in the American literature describing its effects, 
but extensive clinical trials in Europe and Mexico 
have shown it to be particularly useful as short term 
therapy in temporary conditions of emotional stress. 
It appears from these studies that hydroxyzine is in- 
dicated in those cases in which mild barbiturates ordi- 
narily would be prescribed, the advantage of hydroxy- 
zine being that mental acuity is not disturbed. Wheth- 
er its tension relieving capacity surpasses that of the 
barbiturates has not been definitely determined, al- 
though one group, in describing good results in the 
treatment of neurogenic skin eruptions, found it su- 
perior to phenobarbital.!° 


The therapeutic dose of hydroxyzine is well beyond 
its toxic dose. Effects generally can be noted within 
20 to 60 minutes after administration although in a 
few cases therapeutic results may not become appar- 
ent for several days. Most adults require 25 mg. 
twice to four times daily. In the control of psycho- 
logic symptoms in children, such as hyperactivity, 
nightmares, and sleeplessness, 5 to 15 mg. once or 
twice per day in the form of syrup or suppository is 
suggested by the manufacturer. One of the chief rec- 
ommendations of hydroxyzine is the relative absence 
of side effects and the fact that there have been no 
indications of impairment of hemopoietic, liver; or 
renal functions. Drowsiness, which usually disappears 
after the first two or three days of therapy, is the 
most frequent side effect. Dryness of the oropharynx, 
rhinorrhea, increased peristalsis, and headache also 
may occur. 


Azacyclonol (Frenquel).— Azacyclonol is a drug 
about which there has been considerable controversy. 
It has been reported to abolish hallucinations in a 
variety of syndromes, including acute and chronic 
schizophrenia, acute and chronic alcoholic halluci- 
nosis, senile hallucinatory states, and postoperative 
confusion.’ Psychiatrists differ widely in their evalu- 
ation of azacyclonol, some describing dramatic results, 
others believing that it has no appreciable activity. 
Azacyclonol has been subjected to limited clinical 
trial at the University of Texas Medical Branch Hos- 
pitals. Although no definitive conclusions regarding 
its efficacy have been reached yet, the results to date 
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have not been impressive. The suggested dose is 20 
mg. orally three times a day. Azacyclonol apparently 
has no side effects, and many times the suggested 
dose can be given without untoward clinical or lab- 
oratory reaction. 


EUPHORIANTS 


Pipradol (Meratran)—Pharmacologic agents which 
effectively alleviate feelings of depression and fatigue 
have been available for. some time in the form of the 
sympathomimetic amines, particularly those of the 
amphetamine series. However, these drugs have cer- 
tain undesirable properties which often limit their 
clinical application. They frequently induce anorexia, 
feelings of uncontrollable restlessness, insomnia, and 
occasionally cardiovascular pressor reactions. Pipradol 
is a new antidepressant drug that apparently does not 
stimulate the sympathetic nervous system to any ap- 
preciable extent and only rarely affects appetite. 

Very satisfactory results in the treatment of de- 
pressions have been described.? Our results at the 
University of Texas Medical Branch have not been 
as encouraging. We have obtained symptomatic ben- 
efit in some cases in which depressive symptoms and 
complaints of lack of energy were prominent, but in 
my experience its greatest value has been as a coun- 
teractive of drowsiness and fatigue induced by chlor- 
promazine and reserpine. 


Low toxicity provides a wide margin of safety, and 
the dose may be freely adjusted according to indi- 
vidual requirement. As an alerting agent, 1 to 2 mg. 
three times a day is ordinarily effective. Larger doses 
are usually required for relief of depressive symptoms. 
In mild and moderate depressions the average dose 
is 3 to 5 mg. three times daily. More severe degrees 
of depression may respond to higher doses, but in my 
experience they eventually must be treated by other 
methods. Unpleasant side reactions such as tension, 
restlessness, and emotional lability may appear at any 
dosage level but are most common in the range of 
12 to 15 mg. per day. Some difficulty in falling 
asleep may occur if the drug is taken too close to 
bedtime, but protracted insomnia is unusual. 


Methyl-Phenidylacetate Hydrochloride (Ritalin). — 
Methyl-phenidylacetate hydrochloride is a mild cer- 
ebral stimulant of the order of pipradol. Its thera- 
peutic indications are similar although it is my im- 
pression that methyl-phenidylacetate hydrochloride is 
slightly more effective than pipradol in depressions 
and has less tendency to produce emotional lability. 
Neither drug should be given to anxious or agitated 
patients since either may intensify these symptoms. 
Tranquilizer induced drowsiness can be counteracted 
by 10 mg. twice or three times daily. Depressive 
symptoms usually require twice this amount or more. 
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NONBARBITURATE HYPNOTICS 


Older nonbarbiturate hypnotics such as bromides, 
chloral hydrate, and paraldehyde are effective som- 
nifacients but possess certain undesirable properties. 
Bromides, in particular, are dangerous because of the 
high incidence of intoxication. They have been large- 
ly replaced by a variety of derivatives of barbituric 
acid, which, although very versatile and extremely 
useful, are themselves not entirely satisfactory. They 
frequently cause hangover, are capable of respiratory 
depression, and often induce an initial stage of excite- 
ment, especially in the aged. 


A new group of hypnotics in which these effects 
are reportedly absent have been introduced under 
various trade names, including Dormison (Schering), 
Placidyl (Abbott), Valmid (Lilly), Noludar (Hoff- 
man-La Roche), and Doriden (Ciba). They have no 
common chemical origin but all are characterized by 
short, rapid action, quick excretion, and low toxicity. 
They are thus most useful in patients who have dif- 
ficulty in falling asleep. Although reports indicate 
that in sufficient dose some may equal barbiturates 
in producing night-long hypnosis, it is probable that 
the long acting barbiturates are more reliable in pa- 
tients who have frequent nocturnal awakening. The 
relatively low potency of these drugs also limits their 
use in highly disturbed patients in whom deep, pro- 
longed narcosis is needed. No deleterious effects on 
the liver, kidneys, or blood have been reported. The 
absence of side effects and a wide margin of safety 
recommend them for use in elderly patients, who are 
notoriously sensitive to sedatives. “The comparative 
value of these drugs has not been definitely estab- 
lished, but it appears that they are useful additions to 
the battery of sedative-hypnotics now available. 


SUMMARY 


A series of pharmacologic agents with varied ef- 
fects on mental functioning have recently been in- 
troduced. The actions, indications, therapeutic re- 
sults, dosage, and clinical toxicity of these tranquil- 
izers, euphoriants, and hypnotics are briefly discussed. 
Although the ultimate position of these particular 
drugs remains to be determined, their development 
represents a significant advance in the management 
and treatment of psychogenic symptoms. 
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| i THE PAST two decades there has been an in- 
crease in knowledge of psychiatry by physicians 
as a result of increased emphasis by the medical 
schools. Many patients are frequently treated satis- 
factorily by the general practitioner in the local com- 
munity, often on an outpatient basis. Since the ad- 
vent of the so-called tranquilizing drugs this trend 
has increased, and many neurotic persons, mildly de- 
pressed individuals, some patients suffering from 
mild organic reactions of one sort or another, and 
in some cases, fairly psychotic persons are well taken 
care of on a local level without requiring specialized 
treatment. However, in my capacity as director of 
an acute psychiatric treatment center, it falls my lot 
to talk each day with physicians from all over the 
state who have a psychiatric problem that requires 
attention they are unable to render. In a large per- 
centage of these cases, the physician is seeking help 
and is unaware of the resources that are available, 
sometimes quite close by, and is equally unfamiliar as 
to how to use them. To make available such informa- 
tion is the purpose of this paper. 
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Largely since World War II, an appreciable num- 
ber of psychiatrists have entered private practice in 
Texas. Few communities with a population of 25,000 
lack a well qualified neuropsychiatrist. Concomitant- 
ly, in these communities psychiatric hospital facilities 
have become available, in either the general hospital 
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Most Texans needing psychiatric attention may 
be treated by their family physician or a neuro- 
psychiatrist as an outpatient or in nearby facili- 
ties. In addition, federal and state supported 
institutions offer service to voluntary as well as 
invdluntary patients, with or without payment. 


or a private nursing home or similar institution. 
Hospital facilities for private patients are available in 
varying numbers and price range in the following 
Texas cities: Abilene, Amarillo, Atlanta, Austin, 
Beaumont, Corpus Christi, Dallas, El Paso, Fort Worth, 
Galveston, Harlingen, Houston, Longview, Lubbock, 
Odessa, Plainview, Port Arthur, San Antonio, Tyler, 
Victoria, Waco, and Wichita Falls. Indeed, it is a 
rare patient who lives more than an hour’s drive from 
a qualified psychiatrist. This, of course, is well known 
to most physicians, but this source of help pertains 
mainly to those persons financially able to defray 
their own expenses. The problem of obtaining psy- 
chiatric treatment for those who are unable to pay is 
much more troublesome except in the very large cities 
where most city-county hospitals maintain some treat- 
ment beds and outpatient clinics staffed in some in- 
stances by voluntary staff members. Again, in some 
of the larger cities, mental hygiene clinics exist pre- 
dominantly for children but some do accept adults. 
These facilities, naturally, are limited to their area 
of support, which includes at most seven counties. 

It, therefore, becomes necessary to seek help else- 
where for most citizens. Nationally, 97 per cent of 
all psychiatric facilities are tax supported—either by 
the state or the federal government. Such is the case 
in Texas. 


FEDERAL INSTITUTIONS 


Among the federally supported institutions in 
Texas are the service hospitals and clinics supported 
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by the Army, Navy, and Air Force. These are limited 
to service personnel and their dependents, but some 
may take veterans or, in an emergency, certain fed- 
eral employees. 

It is valuable for the physicians, especially the 
county physician, to know the availability of these 
facilities because occasionally a service man or his 
dependent becomes psychotic while on leave or in 
transit through Texas. This is, of course, a problem 
for the military, and the physician should refer such 
person to the nearest military installation. 

Of federal facilities, those supported by the Vet- 
erans Administration offer by far the widest range 
of services and the greater number of beds. 

Almost all of the Veterans Administration hos- 
pitals in Texas have some psychiatric beds. By far 
the largest is the Veterans Administration mental 
hospital at Waco, which is equipped to take care of 
any sort of a psychiatric problem. It alone in Texas 
offers custodial care. Patients for the most part are 
voluntary, but patients may be sent there involun- 
tarily by the court when prior arrangements have 
been made. These Veterans Administration hospitals 
as well as the mental hygiene clinics and the out- 
patient clinics at regional offices are available only 
to all eligible veterans. These facilities may be util- 
ized simplest by referring the veteran to the nearest 
regional or subregional office. However, in the 
case of a psychotic patient, perhaps being restrained 
in jail, it is wise to request assistance from the 
local county veterans service officer. He is con- 
versant with the procedures necessary for hospitali- 
zation and generally has a good supply of form P-10 
for the local physician to complete. Generally, after 
completing the necessary form, the physician can 
turn the responsibility for seeking admission over to 
the county service officer or for that matter one of 
the veterans’ service clubs. For service connected dis- 
ability, the Veterans Administration makes every ef- 
fort to obtain hospitalization as expediently as pos- 
sible. In nonservice connected disability there is 
generally a waiting period. 

The United States Public Health Service main- 
tains two hospitals in Texas. The one in Fort Worth 
is devoted largely to narcotic problems, but certain 
categories of patients, such as merchant seamen, some 
veterans, and service personnel, may obtain treatment 
there. The hospital at Galveston has no psychiatric 
service. 


STATE INSTITUTIONS 


By far the largest number of beds for the care ot 
psychiatrically sick are those operated by the Stat« 
Board for Hospitals and Special Schools, under th« 
direction of Dr. James A. Bethea, with Dr. Rawle; 
Chambers, director of mental hygiene. The menta’ 


TEXAS State Journal of Medicine, SEPTEMBER, 1956 








PSYCHIATRIC RESOURCES — Bruce — continued 


hospitals are located at Austin, San Antonio, Terrell, 
Rusk, Wichita Falls, and Big Spring. Certain geri- 
atric facilities exist at Mexia, Kerrville, Austin, and 
Vernon, but admission to these homes is by transfer 
from one of the state mental hospitals. A hospital 
for the mentally ill suffering from tuberculosis was 
recently opened at San Antonio. The board also op- 
erates several facilities for the mentally defective— 
the main being the Austin State School with its many 
branches and farms and the Abilene State School, for- 
merly the State Epileptic Colony. Each of these hos- 
pitals serves a district composed of many counties. 
In an emergency, it is possible upon direction of the 
central office to hospitalize a patient in any hospital 
having a vacancy regardless of the district. 

Few physicians realize that voluntary patients may 
be admitted to state hospitals. For patients willing 
to be treated voluntarily, the physician may get in 
touch with the superintendent of the appropriate hos- 
pital and make arrangements for the patient to be 
admitted for a period not to exceed 90 days. In the 
event the patient demands his release, he must notify 
the superintendent three days in advance in writing. 
This will allow time to institute legal proceedings in 
the event the patient is dangerously sick. 

Other than for voluntary patients, the agent to 
consult concerning admission to a state hospital is 
the county court. The family of the patient, or for 
that matter any citizen, must file a complaint, and the 
county judge after due legal steps convenes a trial. 
The physician in all legal commitments acts only as 
an adviser to the court, or as an expert witness, and 
actually has nothing more to do with obtaining ad- 
mission. 

The Texas Legislature at its last session passed a 
law enabling the county court to utilize the 90 day 
commitment for all admissions to the state hospitals. 
This law was passed to obviate the necessity of trial 
by jury, with subsequent loss of citizenship of many 
persons who were not felt to be overtly psychotic. 

In counties where no professional psychiatric opin- 
ion is available, this allows the state hospital staff to 
study the case and make later recommendations in 
the event the patient is not recovered in 90 days. 

Frequently, at the termination of 90 days, perma- 
nent commitment is recommended, and then trial by 
jury is mandatory. Either the patient is returned to 
the county of his domicile for trial or arrangements 
are made with his county to have the patient tried in 
the county where the hospital is located. 

A constitutional amendment will be submitted to 
the people at the next general election to make trial 
by jury elective, and to enable the Legislature to pass 
laws modernizing the commitment proceedings in 
Texas—the only state or territory of the United States 
requiring a jury trial for permanent hospitalization. 
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Unique among state institutions is the psychiatric 
service of the University of Texas Medical Branch 
Hospitals. A part of the only state supported general 
hospital, the psychiatric service offers treatment to 
any financial group on either an in or outpatient 
basis. Only voluntary patients are accepted, and there 
are no facilities for Negro psychiatric patients. All 
patients, whether staff or private, are used for teach- 
ing medical students, nurses, psychologists, and occu- 
pational and recreational therapist as well as interns 
and residents. With the service designed for rapid 
diagnosis and treatment of acutely ill persons, the 
average stay is only 28 days. The minimum charge 
since September 1, 1955, is $3 per day. A large diag- 
nostic outpatient clinic is part of the service as is a 
special youth development project. Application for 
outpatient evaluation should be made to Mrs. Grace 
Campbell, secretary of the University of Texas Diag- 
nostic Clinic, and for staff inpatients to the director 
of the Psychiatric Services, Medical Branch Hospitals. 
Application for private patients should be made to 
the individual staff member preferred. 


® Dr. Bruce, 1014 Strand, Galveston. 






MEDICAL 


* Coming Meetings 


Texas Medical Association, Dallas, April 27-May 1, 1957. Dr. Mil- 
ford O. Rouse, Dallas, Pres.; Mr. C. Lincoln Williston, 1801 North 
Lamar Blvd., Austin, Executive Secy. 

American Medical Association, Clinical Meeting, Seattle, Nov. 27-30, 
1956. Dr. Dwight H. Murray, Napa, Calif., Pres.; Dr. George F. 
Lull, 535 North Dearborn, Chicago 10, Secy. 


Current Meetings 


SEPTEMBER: 


American Association of Obstetricians, Gynecologists and Abdominal 
Surgeons, Hot Springs, Va., Sept. 6-8, 1956. Dr. Lawrence M. 
Randall, Rochester, Minn., Pres.; Dr. F. R. Lock, Bowman Gray 
School, Winston-Salem, N. C., Secy. 

American Congress of Physical Medicine and Rehabilitation, Atlantic 
City, N. J., Sept. 10-14, 1956. Dr. Gordon M. Martin, Rochester, 
Minn., Pres.; Dr. Frances Baker, 1 Tilton Ave., San Mateo, Calif., 


Secy. 

American Hospital Association, Chicago, Sept. 17-20, 1956. Mr. Ray 
E. Brown, Chicago, Pres.; Dr. Edwin L. Crosby, 18 E. Division, 
Chicago, Executive Director. 

International College of Surgeons, U. S. Chapter, Chicago, Sept. 9-13, 
1956. Dr. Arnold S. Jackson, Madison, Wisc., Pres.; Dr. Karl 
Meyer, 1516 Lake Shore Dr., Chicago, Secy. 


Texas Academy of General Practice, Houston, Sept. 16-19, 1956. Dr. 
J. D. Murphy, Fort Worth, Pres.; Mr. Donald C. Jackson, 308 W. 
15th, Austin, Executive Secy. 
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North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Sept. 8, 1956. Dr. J. L. Jackson, III, Wichita Falls, Chm. 


OCTOBER 


American Academy of Ophthalmology and Otolaryngology, Chicago, 
Oct. 14-19, 1956. Dr. A. C. Furstenberg, Ann Arbor, Pres.; Dr. 
W. L. Benedict, 100 First Ave. Bldg., Rochester, Minn., Secy. 

American Academy of Pediatrics, New York, Oct. 6-11, 1956. Dr. 
Harry Bakwin, New York, Pres.; Dr. E. H. Christopherson, 1801 
Hinman Ave., Evanston, Ill., Secy. 

American College of Surgeons, San Francisco, Oct. 8-12, 1956. Dr. 
Warren H. Cole, Chicago, Pres.; Dr. Michael L. Mason, 40 E. 
Erie, Chicago 11, Secy. 

American Heart Association, Cincinnati, Oct. 27-31, 1956. Dr. Irvine 
H. Page, Cleveland, Pres.; Mr. Irving B. Hexter, 44 E. 23rd, New 
York 10, Secy. 

American Society of Anesthesiologists, Kansas City, Mo., Oct. 8-12, 
1956. Dr. Scott M. Smith, Salt Lake City, Pres.; Dr. J. E. Rem- 
linger, Jr., 188 W. Randolph, Chicago 1, Secy. 

American Society of Clinical Pathologists, Chicago, Oct. 7-12, 1956. 
Dr. Emma S. Moss, New Orleans, Pres.; Dr. Clyde G. Culbertson, 
1040 W. Michigan, Indianapolis 6, Secy. 


Association of American Physicians and Surgeons, Delegates Interim 
Meeting, Chicago, Oct. 19-20, 1956. Dr. Charles W. Pavey, Co- 
lumbus, Ohio, Pres.; Mr. Harry E. Northam, 185 N. Wabash Ave., 
Chicago 1, Executive Secy. 

Southwest Regional Cancer Conference, Fort Worth, Oct. 26-27. Dr. 
John J. Andujar, 1404 Pennsylvania, Fort Worth 4, Chm. 


Texas Pediatric Society, Oct. 19-20, 1956. Dr. R. J. Blatener, Houston, 
Pres.; Dr. James N. Walker, 5216 W. Freeway, Fort Worth, Secy. 
Texas Surgical Society, San Antonio, Oct. 1-2, 1956. Dr. P. I. Nixon, 


Sr., San Antonio, Pres.; Dr. Albert W. Hartman, 414 Navarro, 
San Antonio 5, Secy. 


Fourth District Society, San Angelo, October 18, 1956. Dr. Joe B. 
Stephens, Bangs, Pres.; Dr. S. H. Martin, 115 S. Park, San Angelo, 
Secy. 

Eighth District Society, Freeport, Oct. 25, 1956. Dr. Carlos Fuste, 


Alvin, Pres.; Dr. John Childers, Univ. of Texas Medical Branch, 
Galveston, Secy. 


Oklahoma City Clinical Sociery Conference, Oklahoma City, Oct. 22- 


25, 1956. Miss Alma F. O'Donnell, 512 Medical Arts Bldg., Ok- 
lahoma City 2, Executive Secy. 


National and Regional 


American Academy of Allergy, Los Angeles, Feb. 4-6, 1957. Dr. Carl 


E. Arbesman, Buffalo, N. Y., Pres.; Dr. Francis C. Lowell, 65 E. 
Newton, Boston, Secy. 


American Academy of Dermatology and Syphilology, Chicago, Dec. 
8-13, 1956. Dr. George M. Lewis, N. Y., Pres.; Dr. James R. 
Webster, 55 E. Washington, Chicago ae Secy. 

American Academy of General Practice, St. Louis, March 25-28, 1957. 
Dr. J. S. De Tar, Milan, Mich., Pres.; Mr. Mac F. Cahal, Volker 
Blvd. at Brookside, Kansas City 12, Executive Secy. 

American Academy of Obstetricians and Gynecologists, Chicago, Nov. 
7-9, 1956. Dr. Ralph E. Campbell, Madison, Wisc., Pres.; Dr. C. 
Paul Hodgkinson, 116 S. Michigan Blvd., Chicago 3, Secy. 

American Association for Thoracic Surgery, Chicago, May 4-7, 1957. 
Dr. Cameron Haight, Ann Arbor, Mich., Pres.; Dr. Hiram, T. 
Langston, 1919 W. Taylor St., Chicago 12, Secy. 

American Association of Genito-Urinary Surgeons, Hot Springs, Va., 
May 1-3, 1957. Dr. Archie L. Dean, New York, Pres.; Dr. John 
A. Taylor, 2 E. 54th St., New York 22, Secy. 

American Cancer Society. Dr. Guy Aud, Louisville, Ky., Pres.; Mr. 
M. R. Runyon, 47 Beaver, New York, Executive Vice-Pres. 

American College of Allergists, Chicago, March 20-22, 1957. Dr. 
Ethan Allen Brown, Boston, Pres.; Dr. Giles A. Koelsche, Mayo 
Clinic, Rochester, Minn., Secy. 

American College of Chest Physicians, New York, May 29-June 2, 
1957. Dr. Herman J. Moersch, Rochester, Minn., Pres.; Mr. 
Murray Kornfeld, 112 E. Chestnut, Chicago 11, Executive Secy. 

American College of Physicians, Boston, April 8-12, 1957. Dr. Wal- 


ter L. Palmer, Chicago, Pres.; Mr. E. R. Loveland, 4200 Pine, 
Philadelphia 4, Secy. 
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American College of Radiology, Chicago, Feb. 8-9, 1957. Dr. Wilbur 
Bailey, Los Angeles, Pres.; Mr. W. C. Stronach, 20 N. Wacker Dr., 
Chicago 6, Executive Secy. 

American Congress on Obstetrics and Gynecology. Dr. R. Gordon 
Douglas, 116 S. Michigan Ave., Chicago 3, Chm. 

American Dermatological Association, Belleair, Fla., April 13-17, 
1957. Dr. Carroll S. Wright, Philadelphia, Pres.; Dr. J. Lamar 
Callaway, Duke Hospital, Durham, N. C., Secy. 

American Gastro-Enterological Association, Colorado Springs, May 17- 
18, 1957. Dr. Sam A. Wilkinson, Jr., Boston, Pres.; Dr. H. Mar- 
vin Pollard, University Hospital, Ann Arbor, Mich., Secy. 

American Gynecological Society, Hot Springs, Va., May 27-29, 1957. 
Dr. Norman F. Miller, Ann Arbor, Mich., Pres.; Dr. A. A. Mar- 
chetti, 3800 Reservoir Rd., N.W., Washington 7, D. C., Secy. 

American Laryngological, Rhinological, and Otological Society. Dr. 
Percy E. Ireland, Toronto, Ont., Canada, Pres.; Dr. C. S. Nash, 
277 Alexander, Rochester 7, N. Y., Secy. 

American Neurological Association, Atlantic City, June 17-19, 1957. 
Dr. H. Houston Merritt, New York 32, Pres.; Dr. Charles Rupp, 
133 S. 36th, Philadelphia 4, Secy. 

American Ophthalmological Society, Hot Springs, Va., May 30-June 1, 
1957. Dr. Frederick C. Cordes, San Francisco, Pres.; Dr. M. C. 
Wheeler, 30 W. 59th, New York 19, Secy. 

American Orthopedic Association, Hot Springs, Va., June 24-27. 
Dr. David M. Bosworth, New York, Pres.; Dr. Harold A. Safield, 
715 Lake St., Oak Park, Ill. 

American Pediatric Society, Carmel, Calif., June 17-19, 1957. Dr. 
Daniel C. Darrow, Mission, Kan., Pres.; Dr. A. C. McGuinness, 
1427 I St., N.W., Washington 5, D. C., Secy. 

American Proctologic Society, New Orleans, April 24-27. Dr. Rufus 
C. Alley, Lexington, Ky., Pres.; Dr. Karl Zimmerman, 3500 Fifth 
Ave., Pittsburgh 13, Secy. 

American Psychiatric Association. Dr. R. Finley Gayle, Richmond, 
Va., Pres.; Dr. William Malamud, 80 E. Concord, Boston 18, Secy. 

American Public Health Association, Atlantic City, Nov. 12-16, 1956. 
Dr. Ira V Hiscock, New Haven, Conn., Pres.; Dr. R. M. Atwater, 
1790 Broadway, New York 19, Executive Secy. 

American Surgical Association, Chicago, May 8-10, 1957. Dr. Loyal 
Davis, Chicago, Pres.; Dr. R. Kennedy Gilchrist, 59 East Madison, 
Chicago 3, Secy. 

American Urological Association, Pittsburgh, May 6-9, 1957. Dr. 
George C. Prather, Brookline, Mass., Pres.; Dr. Samuel L. Raines, 
188 S. Bellevue Blvd., Memphis, Tenn., Secy. 

National Tuberculosis Association, Kansas City, May 5-10, 1957. Dr. 
Howard W. Bosworth, Los Angeles, Pres.; Mrs. Morrell DeReign, 
1790 Broadway, New York 19, Secy. 

Radiological Society of North America, Chicago, Dec. 2-7, 1956. 
Dr. Clarence E. Hufford, Toledo, Ohio, Pres.; Dr. D. S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Medical Association, Washington, D C., Nov. 12-15, 1956. 
Dr. W. Raymond McKenzie, Baltimore, Pres.; Mr. V. O. Foster, 
1020 Empire Bldg., Birmingham 3, Secy. 

Southern Psychiatric Association. Dr. John D. Trawick, Louisville, 
Pres.; Dr. Joseph L. Knapp, 210 N. Westmoreland, Dallas, Secy. 

Southern Surgical Association, Boca Raton, Fla., Dec. 4-6, 1956. Dr. 
Deryl Hart, Durham, N. C., Pres.; Dr. George G. Finney, 2947 
St. Paul, Baltimore, Secy. 

Southwest Allergy Forum, Fort Worth, May 5-7, 1957. Dr. Truman 
C. Terrell, Fort Worth, Pres.; Dr. Sim Hulsey, 701 Fifth Ave., 
Fort Worth, Secy. 

Southwestern Medical Association, Albuquerque, N. Mex., 1956. Dr. 
John A. Dettweiler, Albuquerque, N. Mex., Pres.; Dr. Russell L. 
Deter, 1501 Arizona St., El Paso, Secy. 

Southwestern Society of Nuclear Medicine, Houston, April, 1957. 
Dr. Henry H. Turner, Oklahoma City, Pres.; Dr. J. R. Maxfield, 
Jr., 311 Medical Arts Bldg., Dallas, Secy. 

Southwestern Surgical Congress, Wichita, Kan., April 15-17, 1957. 
Dr. John V. Goode, Dallas, Pres.; Dr. C. M. O'Leary, 207 Plaza 
Court Bldg., Oklahoma City, Secy. 

Tri-State Medical Society. Dr. William B. Harrell, Texarkana, Pres.; 
Dr. Karlton Kemp, 408 Hazel, Texarkana, Ark., Secy. 


State 


Private Clinics and Hospitals Association of Texas, Dallas, December, 
1956. Dr. J. P. Anderson, Brady, Pres.; Mr. C. H. Rugeley, Whar- 
ton, Secy. 

Texas Academy of Internal Medicine, Dallas, Dec. 8-9, 1956. Dr. 
DeWitt Neighbors, Fort Worth, Pres.; Dr. Hugo Engelhardt, 1216 
Main, Houston, Secy. Meetings restricted to members. 

Texas Air-Medics Association, Dallas, April, 1957. Dr. W. A. Osten- 
dorf, Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 1338, Waco 
Secy. 

Texas Association of Blood Banks, Dallas, Dec. 1, 1956. Dr. O. J 


Wollenman, Jr., Fort Worth, Pres.; Miss Marjorie Saunders, 3707 
Gaston Ave., Dallas, Secy. 
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Texas Association of Obstetricians and Gynecologists. Dr. John De- 
lany, Galveston, Pres.; Dr. Oran V. Prejean, 4317 Oak Lawn, Dallas, 


Secy. 

Texas Chapter, American College of Chest Physicians, Dallas, April, 
1957. Dr. Waleer C. Brown, Corpus Christi, Pres.; Dr. L. M. 
Shefts, 510 Moore Bldg., San Antonio, Secy. 

Texas Club of Internists. Dr. Hatch Cummings, Houston, Pres.; Dr. 
L. C. Carter, 2600 Procter, Port Arthur, Secy. 

Texas Dermatological Society, Dallas, April, 1957. Dr. Thomas L. 
Shields, Fort Worth, Pres.; Dr. E. N. Walsh, 1310 Medical Arts 
Bldg., Fort Worth, Secy. 

Texas Diabetes Association, Dallas, April, 1957. Dr. Edwin L. Rippy, 
Pres.; Dr. Richard E. Nitschke, 1702 Nix Professional Building, 
San Antonio, Secy. 

Texas Division, American Cancer Society. Mr. Leonard M. Gundtr- 
son, Amarillo, Pres.; Mr. Curt W. Reimann, 1609 Colorado, Aus- 
tin, Executive Director. 

Texas Geriatrics Society, Dallas, April, 1957. Dr. Donald G. Kilgore, 
Dallas, Pres.; Dr. J. O. S. Holt, Jr., 3707 Gaston Ave., Dallas, 
Secy 


Texas Heart Association, Dallas, April, 1957. Dr. Kleberg Eckhardt, 
Corpus Christi, Pres.; Mr. Edgar M. Brown, 404 Jesse H. Jones Li- 
brary Bldg., Texas Medical Center, Houston 25, Executive Director. 

Texas Hospital Association, Houston, May 14-16, 1957. Mr. H. M. 
Cardwell, Lufkin, Pres; Mr. O. Ray Hurst, Executive Director, 
2208 Main, Dallas, Secy. 

Texas Industrial Medical Association, Dallas, April, 1957. Dr. V. C. 
Baird, Houston, Pres.; Dr. Robert A. Wise, Box 2180, Houston, 
Secy 


Texas Neuropsychiatric Association, Dallas, Nov. 30-Dec. 1. Dr. 
John L. Orto, Galveston, Pres.; Dr. Clarence S. Hoekstra, 2600 
Wellborn, Dallas, Secy. 

Texas Ophthalmological Association, Dallas, April, 1957. Dr. Thomas 
J. Vanzant, Houston, Pres.; Dr. Louis Daily, Medical Arts Bldg., 
Dallas, Secy. 

Texas Orthopedic Association, Dallas, April, 1957. Dr. John J. 
Hinchey, San Antonio, Pres.; Dr. Margaret Watkins, 3629 Fair- 
mount, Dallas, Secy. 

Texas Proctologic Society, Houston, February, 1957. Dr. Harry B. 
Burr, Houston, Pres.; Dr. C. P. Hardwicke, 920 E. 32nd, Austin, 


Secy. 

Texas Public Health Association, Houston, Feb. 17-20, 1957. W.T. 
Ballard, Tyler, Pres.; Mr. H. E. Drumwright, City Health Depart- 
ment, Dallas, Executive Secy. 

Texas Radiological Society, Corpus Christi, Jan. 18-19, 1957. Dr. 
J. R. Riley, Corpus Christi, Pres.; Dr. J. E. Miller, 6407 Forest 
Lane, Dallas, Secy. 

Texas Rheumatism Association, Dallas, Dec. 7, 1956. Dr. Frank F. 
Parrish, Jr., Houston, Pres.; Dr. Warren W. Moorman, 901 W. 
Leuda, Fort Worth, Secy. 

Texas Society for Mental Health, Dallas, March 7-9, 1957. Dr. Car- 
men Miller, Dallas, Pres.; Mr. John Lane, 2510 San Antonio, Aus- 
tin, Executive Director. 

Texas Society of Anesthesiologists, Dallas, April, 1957. Dr. Charles 
R. Allen, Galveston, Pres.; Dr. Randle J. Brady, 3317 Binz, Hous- 
ton, Secy. 

Texas Society of Gastroenterologists and Proctologists, Dallas, April, 
1957. Dr. John McGivney, Galveston, Pres.; Dr. O. P. Griffin, 
1101 Medical Arts Bldg., Fort Worth, Secy. 

Texas Society of Ophthalmology and Otolaryngology, Dallas, Dec. 7-8. 
Dr. Kelly Cox, Dallas, Pres. 

Texas Society of Pathologists. Dr. Sidney W. Bohls, Austin, Pres.; 
Dr. M. H. Grossman, St. Paul Hospital, Dallas, Secy. 

Texas Traumatic Surgical Society, Dallas, April, 1957. Dr. J. H. 
Dorman, Dallas, Pres; Dr. W. D. Marrs, 306 Broadway, Fort 
Worth, Secy. 

Texas Tuberculosis Association, Longview, April, 1957. Dr. Howard 
T. Barkley, Houston, Pres.; Mrs. J. V. Cooper, Waxahachie, Secy. 

Texas Urological Society. Dr. Rex Carter, Austin, Pres.; Dr. J. D. 
Mitchell, 1414 Medical Arts Bldg., Dallas, Secy. 

United States-Mexico Border Public Health Association, San Antonio, 
1957. Dr. Guillermo Soberanes, Jefe, Mexico, Pres.; Dr. Sidney B. 
Clark, 314 U. S. Court House, El Paso, Secy. 


District 


First District Society, Pecos, 1957. Dr. E. W. Schmidt, Pecos, Pres.; 
Dr. John Dunn, Pecos, Secy. 

Second District Society. Dr. T. W. Novak, Odessa, Pres.; Dr. Willis 
T. Carson, 506 North Allegheny, Odessa, Secy. 

Third District Society, Lubbock, March 30, 1957. Dr. A. G. Barsh, 
Lubbock, Pres.; Dr. William Klingensmith, 708 Monroe St., Ama- 
rillo, Secy. 

Fifth and Sixth Districts Society. Dr. E. Jackson Giles, Corpus Christi, 
Pres.; Dr. Maurice Nast, 1126 3rd, Corpus Christi, Secy. 

Seventh District Society, Austin, March, 1957. Dr. Leslie C. Colwell, 


— Pres.; Dr. Robert N. Snider, 2410 Rio Grande, Austin, 
y- 
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Ninth District Society, Navasota, 1957. Dr. C. Marius Hansen, Nava- 
sota, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, Houston 2, Secy. 

Tenth District Society. Dr. Taylor Walker, Beaumont, Pres.; Dr. Alan 
E. Hubner, 590 Cenrer, Beaumont, Secy. 

Eleventh District Society. Dr. Royal Kay, Palestine, Pres.; Dr. Hugh 
F. Rives, Jacksonville, Secy. 

Twelfth District Society. Dr. R. Henry Harrison, Bryan, Pres.; Dr. 
W. M. Avent, 1716 Colcord, Waco, Secy. 

Thirteenth District Society. Dr. R. L. Nelson, Wichita Falls, Pres.; 
Dr. R. D. Moreton, 1217 W. Cannon, Fort Worth, Secy. 

Fifteenth District Society, Marshall, 1956. Dr. James Harris, Mar- 
shall, Pres.; Dr. L. E. Rutledge, Daingerfield, Secy. 


Clinics 


Blackford Memerial Lectureship (cancer), Denison, Nov. 13, 1956. 
Dr. R. G. Gerard, 416 S. Mirick, Denison, Chm. 


Dallas Southern Clinical Society, March 18-20, 1957. Dr. Howard 
C. Coggeshall, Dallas, Pres.; Miss Helga Boyd, Medical Arts Bldg., 
Dallas 1, Executive Secy. 


International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 28-30, 1957. Dr. John C. Parsons, 1125 Nix Professional 
Bldg., San Antonio, Secy. 


New Orleans Graduate Medical Assembly, March 11-14, 1957. Dr. 
Eugene H. Countiss, New Orleans, Pres.; Dr. Maurice E. St. Mar- 
tin, 626 Maison Blanche Bldg., New Orleans 16, Secy. 


Postgraduate Medical Assembly of South Texas, Houston, July, 1957. 
Dr. C. Forrest Jorns, 5644 Lawndale, Houston, Secy. 


State Tumor Conference. Dr. Bailey R. Collins, 92544 Scott, Wichita 
Falls, Director. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences. Mrs. Betty Ratcliff, 
407 Perry-Brooks Bldg., Austin, Chief Clerk. 

Texas State Board of Medical Examiners, Fort Worth, Dec. 6-8, 1956. 
Dr. M. H. Crabb, 1714 Medical-Arts Bldg., Fort Worth, Secy. 


Status of Hill-Burton Program 


The Hill-Burton program, which was 10 years old in 
August and which has been extended through June, 1959, 
now has 3,047 project approvals to its credit. Their aggre- 
gate cost is estimated at $2.4 billion, with $781.4 million 


‘as the federal share. Two-thirds of these projects are in 


operation, representing 95,000 of the 135,000 beds being 
added to the country’s hospital resources. 

In numbers of projects approved to date, leading states 
are North Carolina, 222; Georgia, 189; Texas, 136; South 
Carolina, 130; New York, 109; California, 105; Kentucky, 
104; and Mississippi, 100. In terms of dollars invested in 
Hill-Burton enterprises, New York is at the top with $151.1 
million. Other states in the $100 million-plus class are 
Texas, Pennsylvania, Ohio, and California. 


Clinical Symposium on Carcinoma 


Management of carcinoma of the breast will be the topic 
for the first clinical symposium to be held November 9 
and 10 at the University of Texas M. D. Anderson Hospital 
and Tumor Institute, Houston. The program will consist 
of a review of the present knowledge of the spread of can- 
cer; treatment policies based on concepts developed during 
the past 10 years; presentation of cases covering the spec- 
trum of problems of primary treatment; surgical treatment 
of cancer of the breast; a review of radiotherapy in breast 
cancer; statistics in breast cancer; and panel discussions of 
hormonal management of late and disseminated carcinoma 
of the breast. The symposium will be open to all physicians. 
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Consent Necessary 
For Uncontemplated Surgery 


In the past several articles, some of the legal problems 
arising from consent for operations have been clarified. 
Another situation involving consent arises when the patient 
has consented to an operation, but the surgeon performs a 
more extensive or different operation than was contemplated 
by the patient. 

This situation has been litigated only once in Texas, and 
that was in the case of Luzzi v. Priester.* This case was an 
action for damages alleged to have been suffered as a result 
of an operation for a fistula. The plaintiff-patient alleged 
that the defendant-doctor, in violation of instructions given 
him not to do so, severed one or both of the sphincter ani, 
thereby depriving the plaintiff of power to control evacuation 
of her bowels. The only issue made by the evidence, as was 
agreed by both the parties, was the one the court submitted 
to the jury by the question, “Did the plaintiff, prior to hav- 
ing the operation for a fistula, instruct the defendant-doctor 
not to cut the sphincter muscle?” The jury answered this 
question in the negative; whereupon the court rendered 
judgment in favor of the defendant-doctor. 


On the appeal of this case the main question was whether 
or not the evidence supported the verdict returned by the 
jury. There seemed to be a direct conflict in the evidence 
as to whether the plaintiff did, in fact, instruct the defend- 
ant-doctor not to cut these muscles. The patient testified 
that she had instructed the physician not to sever the mus- 
cles, and the physician, in turn, denied that any such in- 
struction was given to him. The court, in sustaining the 
judgment of the trial court stated that 

According to the statement the evidence was con- 
flicting and warranted a finding either that the plain- 
tiff did or that she did not instruct the defendant- 
doctor not to sever the muscle. It is settled that in 
such a case the finding of a jury will not be disturbed 
by an appellate court. 

Although this case does deal with the question of whether 
the physician had performed a more extensive or different 
operation than was contemplated by the patient, it does not 
hold directly upon this point, as the real issue before the 
court was upon the matter of whether the evidence sup- 
ported the verdict of the jury. In spite of this case not 
being a direct holding that a physician can be held liable 
for a more extensive or different operation than was con- 
templated, the case seems to reflect that had the verdict 
been in favor of the plaintiff, the same type of reasoning 
would have been used and the physician could have been 
held liable. 

In view of the fact that we do not have in Texas what 
can be said to be a direct holding upon this matter, it might 
be well if we noted a few out-of-state cases which will help 
clarify the type of situation that can give rise to this legal 
problem in the field of consent. A good example of how a 
case involving these principles can easily arise is set forth in 
the case of Mohr v. Williams.+ In that case, the physician 
was employed to operate upon the right ear of the patient. 
After the patient had been administered anesthesia, the 
physician discovered that the left ear was in worse condi- 
tion than the right ear. Upon finding this condition, the 
physician operated upon the left ear instead of the right ear. 
This course of action ultimately resulted in a lawsuit. The 
court in that case held that there was no expressed consent 
for this different operation, and that whether or not consent 
was implied was a question for the jury. Further, the court 





*Tex. Civ. Appeals case, 1927, 295 S. W. 958. 
+Minn. Sup. Crt. case, 104 N.W. 12. 
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said that if the operation was not authorized, either expressly 
or impliedly, it was wrongful and unlawful. 


As this case is considered by some courts to be a leading 
case in this field, it may be of further interest and impor- 
tance to quote further from this opinion. It has the effect 
of removing from the physician this liability for a more ex- 
tensive operation when an emergency arises in the course of 
the operation. The opinion stated: 


If in the course of an operation to which the patient 
consented, the physician should discover conditions 
not anticipated before the operation was commenced, 
and which if not removed would endanger the life or 
health of the patient, he would, though no expressed 
consent was obtained or given, be justified in extend- 
ing the operation to remove and overcome them. 
This type of reasoning, stated by the Minnesota Supreme 
Court, also was followed by the Illinois courts in the case 
of Pratt, v. Davist when the Supreme Court of Illinois laid 
down the following rule: 


Emergencies arise, and when a surgeon is called it 
sometimes is found that some action must be taken 
immediately for the preservation of the life or health 
of the patient where it is impractical to obtain the 
consent of the ailing or injured one or of anyone au- 
thorized to speak for him. In such event, the surgeon 
may lawfully, and it is his duty to, perform such oper- 
ation as good surgery demands without such consent. 
As a result of the previously discussed Texas case (Luzzi 
v. Priester), it seems that only the operation specifically 
consented to may be performed, and if one should go be- 
yond this scope of consent, then there is the risk of liability. 
Of course, it is probable that a more extensive or different 
procedure may not result in liability in the event that some 
unexpected condition should develop or confront the physi- 
cian during the course of the operation and that failure to 
correct such condition at that time would be endangering 
the life and health of the patient. 


Although we have no specific Texas case on this particu- 
lar question of surgical emergencies, it would seem likely 
that our courts would follow the reasoning as set forth in 
some of the aforementioned cases which have dealt with 
this matter. I think it would be advisable, though, if at 
this point two warnings were given in regard to a situation 
in which an emergency is used to justify a different or more 
extensive procedure. The first of these deals with the ques- 
tion of whether this can be classified as an emergency, be- 
cause should the question come to litigation, this is a point 
which will have to be proved to justify the actions of the 
physician. If at all possible, consultation should be sought 
in the determination of whether such a condition is an 
emergency and justifies a more extensive or different pro- 
cedure. Of course if time permits and the spouse or parent 
of the patient is present, it would be well to advise him of 
the situation, explain what will be necessary, and secure his 
approval. The next point of caution relates to the patient 
who has specifically requested that certain procedures not be 
done (for example, removal of ovaries). In a situation such 
as this, it is my opinion that any procedure which is done 
in direct conflict with the patient’s wishes and desires can 
quite likely subject the physician to liability for a technical 
assauit and battery. In a case which has arisen in Texas 
along this line the patient had made the request prior to 
the operation that blood transfusions were not to be used. 
In such a situation, if there is any likelihood that blood 
transfusions might become necessary, it probably would be 
best to refuse to do the procedure. If it became necessary 
to save the patient's life by giving blood transfusions, there 
would be a definite possibility that liability could result 
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since the patient had specifically instructed the operating 
surgeon that this was not to be done. 

The results we have reached are that an operating surgeon 
can be held liable if he should perform a more extensive 
or different procedure from that originally contemplated by 
the patient. There does seem the probability, though, that 
should an emergency arise in the course of the operation 
which, if not corrected, could result in death or serious 
danger to the patient's health, the physician would be justi- 
fied in correcting this situation even if it required a more 
extensive operation. 


—PHILIP R. OVERTON, LL.B., Austin. 


Postgraduate Courses 


American College of Physicians Postgraduate Courses, 
Autumn and Winter, 1956-1957, New York, Nashville, 
Philadelphia, Seattle, Oklahoma City, Salt Lake City, and 
St. Louis—Eight courses have been arranged through the 
cooperation of the directors and the institutions at which 
the courses will be given. Where facilities are available, 
these courses will be open to nonmembers with adequate 
preliminary training. Registration will be $30 per week for 
members of the College, and $60 for nonmembers. Courses 
will be in the fields of cardiovascular disease, internal med- 
icine, clinical neurology, gastroenterology, electrocardiogra- 
phy, and pathologic physiology of the blood dyscrasias. A 
booklet describing the courses and giving their dates and 
locations can be obtained from the executive secretary, E. R. 
Loveland, 4200 Pine Street, Philadelphia 4. 


Postgraduate Assembly of Endocrinology and Metabolism, 
Houston, October 22-27—Registration for this course is 
limited to 100, and the tuition fee is $100. A faculty of 23 
outstanding physicians and biologists will teach the course, 
and information may be obtained from the University of 
Texas Postgraduate School of Medicine, Texas Medical Cen- 
ter, Houston 25. 


Diseases of the Chest, Chicago, October 15-19, and New 
York, November 12-16—These courses will be sponsored 
by the Council on Postgraduate Education of the American 
College of Chest Physicians, and tuition for each course will 
be $75. Further information may be obtained by writing 
to the Executive Director, American College of Chest Physi- 
cians, 112 East Chestnut Street, Chicago 11. 


Southern Tuberculosis Conference 


The Southern Tuberculosis Conference will meet October 
3-5 in Dallas in conjunction with the Southern Trudeau 
Society. The meetings and scientific sessions will be open 
both to doctors and laymen, and there will be no registra- 
tion fee. 


The Conference is composed of workers in the field of 
tuberculosis control in 16 states. Wednesday evening, Octo- 
ber 3, will be devoted to a Trudeau Society social hour and 
dinner, followed by a business meeting. The scientific ses- 
sions will be held Thursday afternoon and evening, and 
Friday morning and afternoon. Topics of discussions Thurs- 
day will be pathologic physiology and principles of treat- 
ment of pulmonary emphysema; therapeutic pitfalls of histo- 
plasmosis; sarcoidosis; bronchoplastic procedures; and differ- 
ential diagnosis between pneumonia and bronchogenic carci- 
noma in patients over 40 years of age. 

Friday the scientific topics will include the effect of chem- 
otherapy upon the tuberculin reaction and immunity in ex- 
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perimental tuberculosis; resistant pneumonias; destructive tu- 
berculosis in Negroes; cardiac problems in a tuberculosis 
hospital; three year follow-up of routine sanatorium dis- 
charges; plombage therapy: indications, best type of plom- 
-bage, and results; treatment of pulmonary tuberculosis by 
cavernostomy; and coccidioides infections. 


Academy of Psychosomatic Medicine 


The program of the third annual meeting of the Academy 
of Psychosomatic Medicine will be devoted to the psychoso- 
matic aspects of the general practice of medicine. The meet- 
ing will be held October 4-6 in New York. The morning 
sessions will be taken up by invited speakers, and during 
the afternoons, there will be panel discussions. The meet- 
ing is open to all fellows, associate fellows, and their guests, 
and to all interested physicians. There is no registration fee. 


AMERICAN COLLEGE OF SURGEONS 


Developments in surgical research, techniques, and philos- 
ophy will be discussed during the October 8-12 clinical con- 
gress of the American College of Surgeons in San Francisco. 


For the first time, student representatives from 16 med- 
ical schools will attend the meeting at college expense. It 
is planned that a number of senior students will attend 
meetings each year, with the schools participating in rotation 
depending on the geographic location of the meeting. Stu- 
dents will be selected by vote of their classmates. 


The congress program will include postgraduate courses, 
panel discussions, symposiums, color television, cine clinics, 
motion pictures, surgical forum sessions, and scientific and 
technical exhibits. 


Oklahoma City Clinical Conference 


The Oklahoma City Clinical Conference will be held 
October 22-25, and guest speakers include Drs. Albert 
Behrend, Philadelphia, and Gordon McNeer, New York, 
surgery; William H. Beierwaltes, Ann Arbor, and Gordon 
Meikeljohn, Denver, medicine; Donald J. Birmingham, Cin- 
cinnati, dermatology; Ethan Allan Brown, Boston, allergy; 
Willis E. Brown, Little Rock, gynecology; Vincent P. Col- 
lins, Houston, radiology; Kendall B. Corbin, Rochester, 
Minn., neurology; John F. Crigler, Jr., Boston, pediatrics; 
A. Keller Doss, Fort Worth, urology; Edward T. Evans, 
Minneapolis, orthopedics; Patrick J. Fitzgerald, Brooklyn, 
pathology; Rufus C. Goodwin, San Francisco, ophthalmolo- 
gy; Joseph H. Ogura, St. Louis, otolaryngology; and Henery 
B. Turner; Memphis, obstetrics. 

In addition to general assemblies, there will be specialty 
lectures, a daily round table luncheon with question and 
answer period, and a clinical pathologic conference. Enter- 
tainment will include dinner meetings, the annual clinic 
dinner-dance, and specialty group dinners. All physicians 
who are members of their county medical societies are eligi- 
ble to attend. 


American Rhinologic Society 


The American Rhinologic Society will hold its annual 
meeting in Chicago October 9-13. A series of surgical 
demonstrations and seminars will be presented October 10- 
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12, and the annual scientific program will be presented on 
the closing day. Participating in the scientific program will 
be Drs. Charles J. Petrillo, New Haven; Newton D. Fischer, 
Chapel Hill; Harold S. Ulvestad, Minneapolis; French K. 
Hansel, St. Louis; Roy R. Grinker, Conrad Pirani, and Hu- 
bert R. Catchpole, Ph.D., all of Chicago. Dr. Matthew S. 
Ersner, Philadelphia, will be the guest of honor. 


POSTGRADUATE MEDICAL CRUISE 


The University of Texas Postgraduate School of Medicine 
has arranged for a postgraduate medical cruise to the Carib- 
bean February 8-22, 1957. The Antilles, of the French line, 
will leave from and return to Galveston, and ports of call 
include Port-au-Prince, Kingston, Curacao, LaGuaira, Cris- 
tobal, and Havana. Five professors, one each in surgery, 
internal medicine, pediatrics, cardiology, and obstetrics and 
gynecology, are being chosen to accompany the group of 
physicians. Specific details are available from D. Stuart God- 
win, Jr., Harvey Travel Bureau, 2005 West Gray, Houston. 


Southeastern States Cancer Seminar 


The Southeastern States Cancer Seminar will be held No- 
vember 7-8 ‘in Jacksonville, Fla., and is open to any physi- 
cian who desires to attend. There will be no registration 
fee. Programs may be obtained from Dr. Harry W. Rein- 
stine, Jr., P. O. Box 4545, Jacksonville 1, Fla. 


Legislative Review 


Highlights of the major health bills passed by the eighty- 
fourth Congress show a broad range of measures which are 
designed to improve the nation’s health, the Washington 
staff of the American Medical Association points out. 

Changes in the social security law now include (1) old 
age and survivors insurance payments to disabled workers 
at age 50, (2) extension of social security to some 250,000 
dentists, lawyers, osteopaths, and other self-employed per- 
sons, (3) lowering of retirement age for social security pur- 
poses for women from 65 to 62, (4) earmarked payments 
for medical care of public assistance recipients, and (5) in- 
crease of payroll deductions by one-half of 1 per cent and 
increase of deductions for the self-employed by three-eighths 
of 1 per cent. 

The Hill-Bridges bill for $90 million in construction 
grants during a three year period makes the money available 
to public and nonprofit institutions for research facilities in 
all sciences related to health. 

The so-called health omnibus bill provides for federal 
gtants for training of public health specialists, professional 
nurses, and practical nurses. It also provides a two year 
extension of the 10 year old Hill-Burton hospital program, 
and special projects grants for mental health studies and 
demonstrations. 

Early in December, a permanent program of medical care 
for dependents of armed services personnel, either in mili- 
tary hospitals and clinics or through private sources, will 
go into effect. 

The Armed Forces Medical Library was reestablished as 
the National Library of Medicine, and its administration 
will be through the Department of Health, Education, and 
Welfare. A board of regents will choose the site for the 


library, and it is expected that it will be in the Washington 
area. 
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Congress authorized the special and continuing surveys on 
the extent of illness and disability in the United States. This 
work, which is the first detailed study of its kind in more 
than 20 years, will be done by the Public Health Service. 

The Public Health Service also was authorized to make 
grants to states and communities to help in construction of 
sewage disposal plants, at the rate of $50 million a year for 
10 years. 

Other measures signed into law by the President are the 
establishment of a mental health program for Alaska, budget 
increases for additional staff for the Food and Drug Admin- 
istration along with a new headquarters building for modern 
laboratories, provision of medical care for employees and 
dependents of the State Department abroad in United States 
military facilities, a $400,000 fund to finance the holding 
of the World Health Assembly in this country in 1958, and 
the commissioning of osteopaths in the armed services. 


Democrats, Republicans 
Give Health Platforms 


Both Republican and Democratic platforms call for fed- 
eral assistance to medical schools; the Republicans propose 
“federal assistance to help build facilities to train more 
physicians and scientists,” and the Democrats have a more 
general plank which states, “We pledge ourselves to initiate 
programs of federal financial aid, without federal control, 
for medical education.” 

On federal aid to hospital construction, the Republicans 
state, ‘Republican leadership has enlarged federal assistance 
for construction of hospitals,” and the Democratic plank is 
to “pledge continuing and increased support for hospital 
construction programs.” 

The Republican plank on rehabilitation says, “We have 
fully resolved to continue our steady gains in man’s unend- 
ing struggle against disease and disability,’ and the Demo- 
crats state, “We pledge support to a vastly expanded re- 
habilitation program for these physically handicapped, in- 
cluding increased aid to states.” 

Regarding medical research, the Republican stand is, “We 
have asked the largest increase in research funds ever sought 
in one year to intensify attacks on cancer, mental illness, 
heart disease, and other dread diseases.” The Democratic 
view is, “We shall continue to support vigorously all ef- 
forts, both public and private, to wage relentless war on 
diseases which afflict the bodies and minds of men. We 
commend the Democratic Party for its leadership in obtain- 
ing greater Congressional authorizations in this field.” 

Republicans also pledged encouragement of expansion of 
voluntary health insurance, of the use of radioactive isotopes 
in medicine, and of state, local, and private agencies work- 
ing to reduce highway fatalities. 


American Fracture Association 


The American Fracture Association will meet November 
29-30 in Chicago, and the association will offer for the 
first time a postgraduate course in fractures, which will be 
given November 28. Dr. Duncan C. McKeever, Houston, 
is president of the group. 

The program for the two day meeting will include scien- 
tific papers on double plating of major fractures; pull-out 
pins; fractures of the knee joint, mandible, maxilla; hip, 
shoulder, and pelvis; bone grafting; external skeletal fixation 
of the forearm; whiplash injuries; and fractures of the hand 
and forearm in children. A round-table luncheon and two 
panel discussions also will be held. 


TEXAS State Journal of Medicine, SEPTEMBER, 1956 


New State Health 
Building Planned 


Construction of the first unit of new facilities for the 
State Department of Health are expected to begin in Austin 
soon, Dr. Henry A. Holle, State Commissioner of Health, 
has announced. 

Bids were opened August 15 for a laboratory, animal 
houses, cafeteria, and part of the administration building; 
plans are being made for additional quarters later. The cost 
of the laboratory is being shared by the federal government 
through a grant authorized under the Hill-Burton act. The 
other facilities will be constructed entirely from funds ap- 
propriated by the Texas Legislature. 


Sketch of the new State Department of Health facili- 
ties for which contracts have been awarded. 


As envisioned by the men responsible for its planning— 
the Austin architectural and engineering firm of Page, 
Southerland and Page; consultant architect Whit Phillips, 
Austin; and Blum and Guerreo, a Dallas mechanical engi- 
neering firm—the building represents the ultimate in state 
health laboratory facilities. 


The first unit, composed of eight complete buildings and 
one partially completed building, will cost $3,066,655.95, 
including construction contracts, architects’ fees, equipment, 
and improvements. Of that amount, $1,134,000 is federal 
funds; the balance presents state appropriations. Completion 
of the second unit, which will be begun at an unspecified 
date, will require state appropriations of $2,000,000. 

Housed within the first unit will be complete laboratory 
facilities, including areas devoted to biologics production, 
virus and rickettsial studies, medical bacteriology, sanitary 
bacteriology, chemistry, parasitology, serology, entomology, 
tetanus toxoid production, general services, shipping and re- 
ceiving, animal quarters, and laboratory administration. Each 
area, should future needs demand it, can be expanded to 
accommodate future growth or be contracted to the point 
of complete incorporation into other sections. 

The 31.11 acre site is located in northern Austin, and 
parking space for approximately 650 cars will be provided. 

Perhaps the most significant feature of the new building 
is in the areas devoted to biologics production, tetanus toxoid 
production, and virus and rickettsial research. The Biologics 
Production Section within the Laboratory Division is licensed 
by the National Institutes of Health to manufacture and 
distribute smallpox vaccine, rabies vaccine, typhoid vaccine, 
diphtheria toxoid, Schick test material, old tuberculin for 
Mantoux testing, silver nitrate solution (1 per cent), intra- 
venous triple distilled water, and diagnostic bacterial agglu- 
tination antigens. 

Related to biologics production by the type of work per- 
formed, but isolated because of the nature of its end product, 
is the Tetanus Toxoid Production Section, housing a service 
new to public health in Texas. 
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In addition to the laboratory facilities, the first phase 
of construction will include an auditorium, Merit System 
Council Offices, employees’ lounge and cafeteria, first aid 
station, public health museum, and offices for the central 
administration portion of the State Department of Health. 
Space also will be provided for the Food and Drug, Bed- 
ding, and Dental Health Divisions. 

It is expected that the first phase will be completed by 
August, 1958. 


PERSONALS 


Dr. Curtice Rosser, professor of proctology, Southwestern 
Medical School, Dallas, was installed September 9 as presi- 
dent of the United States Section of the International Col- 
lege of Surgeons at the tenth biennial congress of that group 
in Chicago. 

Dr. Jackson H. Friedlander, formerly of Washington, D. 
C., is the new manager of the Veterans Administration hos- 
pital in Big Spring. 

Dr. and Mrs. Glynn Breeden, Wink, have been appointed 
medical missionaries to Colombia by the Southern Baptist 
Foreign Mission Board. 

Dr. E. Stanley Farrington and Miss Norma Plummer were 
married August 11 in Galveston. 

Dr. William A. Cantrell and Mrs. Cantrell, Houston, have 
adopted a daughter. Girls were born to Dr. and Mrs. J. 
Fred Mullins, July 30, in Galveston; and to Dr. and Mrs. 
Coleman Caplovitz, July 28, in Houston. New parents of 
boys are Dr. and Mrs. Henry Gardiner, Fort Worth, in 
June, and Dr. and Mrs. John A. Ponsford, April 14, in 
Temple. 

Mrs. W. T. Rouse, mother of Dr. Milford O. Rouse, Dal- 
las, President of the Texas Medical Association, died in Dal- 
las April 23. She had been ill for some time. 


MEMORIAL 


IBRARY 


Recent 
Publications 
By Texas Physicians 


Following is a list of recent articles published by Texas 
physicians and available at the Memorial Library of the 
Texas Medical Association. Articles appearing in the Texas 
State Journal of Medicime ate not included. If a physician 
who has had a paper printed during the past six months is 
not named below, the Library would appreciate being noti- 
fied. Also, the Library would like to have two reprints of 
each article. The list will be continued next month. 

Albert, Arnold, and Albert, Monroe: Pentolinium; An 
Orally Effective Ganglionic Blocking Agent, Am. Prac. & 
Digest Treat. 7:986-989 (June) 1956. 

Alexander, James K.: Physiologic Considerations in the 
Therapy of Chronic Pulmonary Emphysema, South. M. J. 
49:718-724 (July) 1956. 

Andujar, J. J., and Mazurek, E. E.: Anamnestic Role of 
Cardiolipin in Kolmer Complement-Fixation Test, Am. J. 
Clin. Path. 26:368-375 (April) 1956. 
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Awe, Chester D.: The Present Status of Antibiotics, South- 
western Med. 37:461-463 (Aug.) 1956. 

Bailey, Herbert A.: Chlorpromazine Jaundice, Dallas M. 
J. 42:388-391 (July) 1956. 

Barnes, J. P.: A Simple Procedure for Inserting a Tube 
in the Common Bile Duct, M. Rec. & Ann. 50:105 (May) 
1956. 

Benedict, A. A., and O’Brien, E.: Antigenic Studies on 
the Psittacosis-Lymphogranuloma Venereum Group of Vi- 
ruses, J. Immunol. 76:293-300 (April) 1956. 

Berg, O. C.: Acute Renal Failure Following Translumbar 
Aortography, South. M. J. 49:494-496 (May) 1956. 

Black, A. P.: A New Diagnostic Method in Allergic Dis- 
ease, Pediatrics 17:716-724 (May) 1956. 

Blair, William M.: Psoas Myositis or Fibrositis in the 
Differential Diagnosis of Lower Abdominal Disease, Am. 
Surgeon 22:505-511 (May) 1956. 

Bleakney, Phil A., and Packard, John P.: Factors That 
Expedite Transurethral Prostatic Resection, J. Urol. 76:115- 
122 (July) 1956. 

Brown, C. A., and Kent, A.: Perforation of Right Ven- 
tricle by Polyethylene Catheter, South. M. J. 49:466-467 
(May) 1956. 

Butler, D. B.: Acute Pancreatitis, Am. Surgeon 22:512- 
516 (May) 1956. 

Chapman, Don W., and Lai, P. T.: Reclamation of the 
“Coronary Patient” for Work, South. M. J. 49:685-690 
(July) 1956. 

Cody, C. C., Ill: Indications for Tonsillectomy and Ad- 
enoidectomy, M. Rec. & Ann. 50:98-101 (May) 1956. 

Cohen, Irvin M.: Undesirable Effects and Clinical Tox- 
icity of Chlorpromazine, J. Clin. & Exper. Psychopath. & 
Quar. Rev. Psychiat. & Neurol. 17:153-163 (April-June) 
1956. 

Coldwell, William I.: The Management of Viral Hepa- 
titis, Southwestern Med. 37:471-473 (Aug.) 1956. 

Colgan, Margaret T.: The Bacterial Flora of the Intesti- 
nal Tract; Changes in Diarrheal Disease and Following 


Anti-Microbial Therapy, J. Pediat. 49:214-228 (Aug.) 
1956. 


Conner, Paul K., Jr.; McConn, Robert G.; and Moyer, 
John H.: An Attempt to Alleviate the Emetic Effect of 
Protoveratrine by the Concurrent Use of Chlorpromazine in 
the Treatment of Hypertension, Am. Pract. & Digest Treat. 
7:1127-1132 (July) 1956. 

Cooley, Denton, and Taylor, Fred M.: Aneurysm of 
Thoracic Aorta in an Infant Treated by Resection and Ar- 
terial Homograft, J. Pediat. 49:185-190 (Aug.) 1956. 

Cornell, R. C.: Traumatic Osteochondritis of the Knee, 
Mil. Med. 118:567-571 (June) 1956. 


Crawford, E. Stanley; Creech, Oscar, Jr.; Cooley, Denton 
A.; and DeBakey, Michael E.: Treatment of Arteriosclerotic 
Occlusive Disease in 101 Lower Extremities by Arterial 
Homografts, South. M. J. 49:665-670 (July) 1956. 


Creech, Oscar, Jr.; Crawford, E. Stanley; Cooley, Denton 
A.; and DeBakey, Michael E.: By-Pass Procedure in Treat- 
ment of Arteriosclerotic Occlusion of Ilian and Femoral 
Arteries, Geriatrics 11:284-288 (July) 1956. 


Creech, Oscar, Jr.; DeBakey, Michael E.; Cooley, Denton 
A.; and Halpert, Bela: Structural Alterations in Human 
Aortic Homografts One to Two and One-half Years After 
Transplantation, Surg., Gynec. & Obst. 103:147-154 ( Aug.) 
1956. 


Creech, Oscar, Jr.: DeBakey, Michael E.; Morris, George 
C., Jr.; and Moyer, John H.: Experimental and Clinical Ob- 


servations on the Effects of Renal Ischemia, Surgery 40: 
129-139 (July) 1956. 


Culotta, Ralph J.; Howard, John M.; and Jordan, George 
L.: Traumatic Injuries of the Pancreas, Surgery 40:320-327 
(Aug.) 1956. 
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Daeschner, C. W., Jr., and Moyer, John H.: Treatment 
of Acute Nephritis, GP 14:91-106 (July) 1956. 

Denman, F. R., and Hanson, H. H.: Aortic Embolectomy 
Following Mitral Commissurotomy, Surgery 39:985-990 
(June) 1956. 


NEW BOOKS 


American Medical Association: J.A.M.A. Queries and 
Minor Notes, St. Louis, C. V. Mosby Company, 1956. 

Barrow, Roscoe L., and Fabing, Howard D.: Epilepsy 
and the Law, New York, Hoeber-Harper Company, 1956. 

Connecticut State Department of Health: Cancer in Con- 
necticut, 1935-1951, Hartford, 1955. 

Featherstone, Donald F.: Sports Injuries Manual, New 
York, Philosophical Library, 1956. 

Ivy, A. C.; Peck, John F.; and Phillip, W. F. P.: Obser- 
vations on Krebiozen in the Management of Cancer, Chicago, 
Henry Regnery Company, 1956. 

Lakeside Laboratories: Of Water, Salt and Life, Milwau- 
kee, 1956. 

Lyle, Donald J.: Neuro-Ophthalmology, ed. 2, Spring- 
field, Ill., Charles C Thomas, 1954. 

Perkins, John J.: Principles and Methods of Sterilization, 
Springfield, Ill., Charles C Thomas, 1956. 

Piulachs, P.; Ulcers of the Legs, Springfield, Ill., Charles 
C Thomas, 1956. 

Ross Laboratories: Fibrocystic Diseases of the Pancreas, 
Columbus, Ohio. 

Soffer, Louis J.: Diseases of the Endocrine Glands, ed. 2, 
Philadelphia, Lea and Febiger, 1956. 

Year Book of Pathology and Clinical Pathology, 1955- 
1956, Chicago, Year Book Publishers. 


Gifts to the Library 


Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library for the following recent gifts: 

Dr. and Mrs. J. W. Ward, Greenville, 36 journals and 
reprints, including a rare booklet, “Odd and Quaint Illus- 
trations in Medical Science.” This booklet contains reprints 
of art work by famous artists who were impressed with the 
picturesque quality of early medical and surgical procedures. 
A narrative description gives some information about the 
pictures and about the actual medical practices. Although 
there is no publication date on the pamphlet, it is evident 
that it is many years old. 

Dr. T. J. Archer, Austin, 270 journals. 

Dr. J. M. Coleman, 2 rare journals. 

Dr. Emmett A. Doles, Austin, 87 journals. 

Dr. Joe Thorne Gilbert, Austin, 25 books. 

Dr. J. Edward Johnson, Austin, 3 journals and 10 re- 
prints. 

Dr. C. H. McCuistion, Austin, 186 journals and 1 book. 

Dr. Marion D. P. Primono, Dilley, 105 journals. 

Dr. Bennie O. White, Austin, 10 journals. 


%& Motion Pictures 


Preparing for Surgery 


16 mm., sound, color, 25 min., 1956. 
Produced as an educational tool for medical and nursing 
schools, this film is designed to aid in instructing students 
in the routines to be followed in preparing for surgery. 
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Handbook of Pediatrics 


HENRY K. SILVER, M.D., Associate Professor of Pe- 
diatrics, Yale University School of Medicine; C. 
HENRY KEMPE, M. D., Assistant Professor of Pe- 
diatrics, University of California School of Medicine; 
and HENRY B. BRUYN, M. D., Assistant Professor of 
Pediatrics and Medicine, University of California 
School of Medicine. 537 pages. $3. Los Altos, 
Calif., Lange Medical Publications, 1955. 


This is a well written summary of pediatrics presented 
largely in outline form. The many charts and graphs are 
extremely helpful. It is a valuable quick reference book for 
anyone engaged in the practice of pediatrics. This handbook 
is ideal reading material for the medical student wishing to 
crystallize information obtained from more detailed sources, 
or for the practitioner needing a refresher course in pe- 
diatrics. 

The authors have done well in making the material pre- 
sented in this book concise and practical. 


—Frances Pierce Lankford, M. D., Grand Prairie. 


The Medical Significance of Anxiety 


RICHARD L. JENKINS, M.D., Chief, Psychiatric Re- 
search, Psychiatry and Neurology Service, Veterans 
Administration, Washington 25, D. C. 46 pages. 
$1. Washington, D. C., The Biological Sciences 
Foundation, Ltd., 1955. 







ORGANIZATION 








Texas 
Medical Association 





Public Relations 
Conference 


A summary of the second annual Public Relations Con- 
ference sponsored by the Texas Medical Association in Aus- 
tin September 8 follows. The conference was designed for 
presidents, secretaries, and public relations chairmen of 
county medical societies and the presidents and public rela- 
tions chairmen of local woman’s auxiliaries. 

Dr. William M. Crawford, Fort Worth, chairman of the 
Committee on Public Relations, introduced each speaker. 


“Medical Public Relations in Your Office” 
By William Alan Richardson 


What is public relations? William Alan Richardson, edi- 
tor of Medical Economics, pointed out that there is no real 
definition of public relations. Doctors do not pay more 
attention to public relations in their offices because the 
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average doctor does not feel the urge to do anything about 
it; he feels his public relations are good. However, to de- 
termine whether or not his office could be improved, he 
should ask himself such questions as is he prompt with his 
appointments, does he show genuine interest in his patients, 
and is his office assistant friendly. What the average doctor 
needs is the urge to do something about his public rela- 
tions, he stated. 

How then does he go about this? After deciding that he 
wants to improve his public relations, his first step is to 
find out what is wrong. Mr. Richardson suggested the use 
of the American Medical Association’s County Medical Pub- 
lic Relations Manual and other such publications which list 
the steps to follow. A doctor must learn what patients find 
wrong with his public relations to determine what should 
be emphasized. 

Public relations, Mr. Richardson continued, really means 
treating the patient the way the doctor would like to be 
treated himself. The patient wants the doctor to be inter- 
ested in him, not just from the medical standpoint but as a 
person. The doctor can show his interest in many ways; he 
should be available when the patient calls on him, welcome 
the patient when he comes to his office, use the appoint- 
ment method if at all possible, give the patient his undi- 
vided attention, make the decisions for the patient, and 
follow up. Every patient wants to know the answers to 
three questions, whether or not he asks them: what is wrong 
with him, how soon will he be better, and how much will 
it cost him. The doctor should keep this in mind and an- 
swer these questions for him. Mr. Richardson stressed the 
importance of the doctor’s assistants in creating good public 
relations for the doctor. 

The big problem is to keep the public sold on the doc- 
tor’s desire to help him, Mr. Richardson concluded. 


“The Doctor and the Press” 
By Dick West 


In dealing with reporters, the important thing to remem- 
ber is that they are interested in one thing—information. 
Dick West of the Dallas Morning News advised doctors to 
give them the information they want and give it to them 
accurately. 


Mr. West pointed out that some reporters are not aware 
of medical ethics because many of their contacts are public 
figures. They do not understand the doctor who asks not 
to be quoted; they are taught to get the news, get it right, 
and quote an authority. Newsmen consider medical news a 
great field, but they must have the facts. He suggested a 
solution to the problem: know newsmen better. A good 
project for county medical society public relations commit- 
tees could be the sponsoring of luncheons for doctors and 
newsmen, not for speeches but for airing complaints and 
asking questions. 


Mr. West commented on several bones of contention be- 
tween doctors and newspapers: (1) misquotes, (2) the 
newsman’s playing up the sensational side of a story the 
doctor gives him, (3) the distorted headline and distorted 
journalism, and (4) a brief article when the doctor thinks 
the information deserves a long story. Both points of view 
could be brought out at a joint meeting of doctors and 
newsmen, and mutual understanding would be the result. 

The doctor’s best weapon is his personal touch, but it can 
also be his greatest weakness, Mr. West said. The doctor 
must convince his patients that he is human and that he is 
interested in them even beyond his duty. And it is im- 
portant what the newsman thinks of the doctor. 

Mr. West concluded with a tribute to the doctors and 
the medical profession in the fight against socialism. 
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PR Project Clinics 


The Public Relations Conference was divided into three 
shirt-sleeve project clinics according to the size of the county 
medical society. Informal panel discussions presented the 
points of view of the small society of 5 to 24 members, the 
medium-sized society of 25 to 99 members, and the large 
society of more than 100 members. Serving as moderators 
were Dr. Van D. Goodall, Clifton; Dr. J. R. Donaldson, 
Pampa; and Dr. Thomas L. Royce, Houston. Approximately 
35 to 40 doctors and their wives attended each session, and 
generally there was considerable audience participation. 


Projects for the Small Society—lIndividual actions of phy- 
sicians were stressed as being of prime importance in the 
public relations programs of small county medical societies. 

Dr. Van D. Goodall of Clifton opened the discussion with 
the comment that in the small community the physician is 
seen as an individual more easily than in the large com- 
munity; therefore, the doctor is more readily a good citizen 
and accepts his civic responsibilities. Dr. Goodall pointed 
out that the eight members of his county society are active 
participants in all civic affairs, and they know their legis- 
lators personally. The citizens in Bosque County know of 
the 24 hour availability of doctors by the doctors’ actions, 
not through publicity. 

It may not be the doctor who needs changing, but the 
attitude of the public, commented Dr. Chester Callan of 
Rotan. He cited as an example the fact that it took years 
to convince the people of the town that expectant mothers 
should go to the hospital for delivery. He believed that 
the doctor should be influential in changing the public for 
the better. Dr. Callan brought out the problem of keeping 
doctors in small towns and how Rotan solved it by coopera- 
tion of the doctors, who work together as a team; all calls 
are channeled through the hospital and the patients are 
educated to take the doctor who is available. What the so- 
ciety does in public relations is as individuals, Dr. Callan 
stressed. 

Mrs. O. N. Mayo of Brownwood spoke for the local 
woman’s auxiliary. She pointed out the group’s two main 
projects, nurse recruitment and public relations, and em- 
phasized that auxiliary members in her area do all things 
any citizen requests. A feature of the auxiliary’s public re- 
lations program is a tea honoring the president and presi- 
dent-elect of the auxiliary to which the public is invited. 

In the discussion period, Dr. J. C. Terrell, Stephenville, 
said that small town physicians are more aware of the pa- 
tient and his troubles as well as his illness than doctors in 
large towns; Dr. H. O. Smith, Marlin, brought out the prob- 
lem of indigent care; and Dr. E. E. Lowry, Gatesville, intro- 
duced the common problem of free care for members of 
the ministry, ancillary professions, football teams, Boy Scouts 
for camp, and others, which brought about much discussion 
and the expression of several points of view. 

Projects for the Medium Society—Dr. C. E. Adams of 
Abilene believed in getting-the lay public to say what is 
wrong and what should be corrected. In Taylor-Jones Coun- 
ties, Dr. Adams invited leaders in the field of public in- 
formation (radiomen, newspapermen, television personnel ) 
to have a dinner meeting with him; later, he arranged a 
larger meeting with laymen and doctors present. It was 
found that there were four main sources of dissatisfaction 
among the public: (1) unavailability of doctors, (2) high 
charges, (3) too few doctors, and (4) patients have to wait 
too long in offices. With the help of Syers, Pickle, and 
Winn, general public relations consultants for the Texas 
Medical Association, a public relations program was worked 
out. Also, some instructions were given to doctors’ office 
gitls about how to treat patients. 

One of the best public relations projects among mem- 
bers of Tierra Blanca County Medical Society has been pro- 
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motion of more hospital construction, totaling almost half 
a million dollars, without bond issues, and this definitely 
appeals to the public, said Dr. Lewis B. Barnett of Hereford. 
This was done by arranging to have estates turned over for 
hospital construction with the stipulation that the funds be 
matched by the public. The doctors had to dig deep, too, he 
added; this is not an inexpensive and easy way to get hos- 
pitals. In one project the medical society actually is a silent 
partner. Through the service clubs, a scholarship and loan 
fund was established five years ago with $4,000. Mostly, 
the scholarships are awarded to girls planning to attend 
nursing schools, and loans are made to medical students. 
During this period, nurse recruitment in the area increased 
300 per cent. 

Mrs. G. Bedford Brown, Angleton, believed a doctor’s 
wife must be more than just an excellent wife and mother; 
she must penetrate into her community through activity in 
clubs and church. Many public relations points can be put 
across to friends and neighbors through friendly, informa- 
tive conversation, she said. Individual work is fine, but for 
effectiveness, doctors’ wives must band together. The Bra- 
zoria County Auxiliary at present is trying to help build a 
new home for the aged. Mrs. Brown suggested that public re- 
lations chairmen take an active interest in their job and be 
enthusiastic; make a report at every meeting; and plan spe- 
cific assignments and programs in which members participate. 


Dr. J. R. Donaldson of Pampa pointed out the importance 
of good emergency medical care, a mediation committee, 
good relations with radio and television and press, mainte- 
nance of a speakers’ bureau, a plan for care of the indigent, 
proper indoctrination of new members, public service proj- 
ects, and participation in citizenship activities. He also said 
that the medicz1 profession as a whole is judged by the 
actions of an individual doctor and his family. Attention 
to church and civic affairs cannot be overestimated, he 
concluded. 


Projects for the Large Society.—Presiding over the panel 
discussion on PR projects for the large-sized societies, Dr. 
Thomas L. Royce, Houston, pointed out that well formu- 
lated projects can help overcome public criticism against the 
medical profession, some of which he confessed might be 
justified. 

Dr. L. Bonhan Jones, San Antonio, reported that Bexar 
County Medical Society has taken advantage of the increas- 
ing number of television sets and the public interest in med- 
ical subjects to stage a series of television shows. He urged 
the importance of a strong television committee responsible 
for choosing subject and speakers and working out pro- 
grams in detail. He mentioned the desirability of having 
an expert check material to be certain that it is understand- 
able to laymen and the effectiveness of action and visual 
aids in TV presentations. 


Dr. Fred C. Lowry, Austin, recognized the desirability of 
such projects as special newspaper sections, health forums, 
mediation committees, and ‘round-the-clock panels for emer- 
gency call, but he emphasized the greater importance of 
developing good relations with the patient and with the 
community. The Travis County Medical Society, attempting 
to foster the latter, has canvassed its members on their in- 
terests and activities in community affairs and expects to 
encourage and even assign members to work in certain civic 
groups. 

Millard Heath, executive secretary of the Dallas County 
Medical Society, spoke of the effectiveness of making the 
public relations committee an adviser to all medical society 
committees and officers, working through them to develop 
good public relations. He said that Dallas has had success- 
ful annual newspaper sections, health forums with news- 
paper sponsorship, high school educational programs with 
physicians teaching subjects in conjunction with regular 
classes, and excellent participation in community activities 
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through a large doctor-membership in the chamber of com- 
merce, encouraged by the medical society. 

Mrs. L. L. D. Tuttle, Houston, pointed out that the 
Woman’s Auxiliary had been in the public relations busi- 
ness a long time, its members taking part in a wide variety 
of civic projects, especially those relating to health. She 
emphasized the greater effectiveness of newspaper publicity 
about auxiliary groups if stress could be placed on their 
civic contribution rather than their strictly social aspects. 

Among points underlined in general discussion following 
the formal panel presentations was the fact that if the full 
value of grievance committees is to be achieved, continuing 
publicity of their availability should be issued. Also, the 
success of a science fair for students sponsored by the Travis 
County Auxiliary in efforts to encourage health careers was 
mentioned. It was agreed that the impact and effectiveness 
of most public relations projects cannot be satisfactorily 
evaluated. 


PR Problem Clinics 


Following a luncheon served in the Association’s head- 
quarters building, the Public Relations Conference again 
was divided into three groups for informal panel discus- 
sions. These were the problem clinics on doctor-patient re- 
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All roads led to Austin September 8, when doctors 
from all 15 councilor districts in Texas heard guest 
speakers William Alan Richardson and Dick West (upper 
left) talk at the second annual Public Relations Confer- 
ence. Another speaker, Bryan Blalock (upper center), 
emphasizes a point. 

Drs. J. R. Donaldson, Van D. Goodall, and Thomas 
L. Royce (lower left) discuss the doctor—county society— 
Texas Medical Association links which, forged together, 
make for a strong medical organization chain. They led 
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lations with Dr. R. R. Curtis, Temple, as moderator; on 
doctor-community relations with Dr. Glenn D. Carlson, 
Dallas, as moderator; and on doctor-media relations with 
Dr. A. Fletcher Clark, Jr., San Antonio, as moderator. Each 
session had approximately 30 to 40 doctors and their wives 
in attendance, and much interest was evident from questions 
and discussion by the audience. 


Doctor-Patient Relations.—Panelists attacked the prob- 
lems of doctor-patient relations from four viewpoints: that 
of the professional medical management counsel, the med- 
ical assistant, the doctor’s wife, and the doctor himself. 
G. J. Bailey of Fort Worth listed as distress points in 
efficient office management, the fields of appointment mak- 
ing, availability of the doctor, obvious doctor-interest in 
the patient, the doctor’s fear of the business side of his prac- 
tice, handling of accounts receivable, and fees. He sup- 
ported the practice of office routine through properly made 
and spaced appointments. 

Under step by step procedures for more efficient office 
management and consequent improved public relations, Mr. 
Bailey suggested presentation of the fee to the patient in 
other than routine cases, initiation of fee discussion by the 
doctor, reduction of fees from the norm only when the 


patient declares inability to pay, and regular consistent col- 
lection procedures. 


Mrs. J. C. Terrell of Stephenville made her points by use 


panels on public relations projects suitable for three 
sizes of county medical societies. 

At the right are pictured the three panels that dis- 
cussed problem relationship areas. Ted Deming, Dr. R. K. 
Arnett, Dr. Glenn D. Carlson, Mrs. Howard R. Dudgeon, 
Jr., and Dr. E. Sinks McLarty are at the top. William 
Alan Richardson, Mrs. Marge Doggett, Dr. R. R. Curtis, 
Mrs. J. C. Terrell, and G. J. Bailey are in the center. 
Below, an audience member listens to Dr. W. M. Avent, 
Bill Robertson, Dr. A. Fletcher Clark, Jr., Mrs. William 
M. Paim, and Dick West. 
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of story telling centered around the experiences of a stranger 
in town in need of medical care. Important to her were the 
basic attitude toward the patient of the doctor; the physical 
layout of his office, from cleanliness to decor; the attitude 
of the receptionist; and proper advance discussion of fees. 


Mrs. Marge Doggett, Austin, from the viewpoint of the 
doctor’s assistant, centered her case on teamwork between 
the doctor and his assistant and stated that public relations 
must begin privately with the doctor in character, person- 
ality, and attitude. 

William Alan Richardson, Oradell, N. J., summed up the 
afternoon comments with additional stories on affording pa- 
tients physical privacy from the reception room to the treat- 
ment room, suggested the avoidance of circle-seating with 
all patients facing one another, and again underscored the 
necessity of adequate explanation to patients of delays and 
of charges other than those of the doctor. 


In floor discussion, some variance in approach to bill 
handling was noted even among panelists. Generally it was 
agreed, however, that itemization of the doctor's services 
should appear either on the monthly statement or on office 
charge slips preceding the bill. 


Doctor-Community Relations.—Dr. Glenn D. Carlson, 
Dallas, introduced the panel discussion on doctor-community 
relations by pointing out that physicians may have ideas 
considerably different from those of their community but 
that they are judged not only as doctors but also as neigh- 
bors and citizens. He introduced members of the panel to 
illustrate ways in which doctors can be a force in the com- 
munity. 

In advising with school authorities on health problems 
relating to students, physicians can serve their communities 
well, Dr. R. K. Arnett, Lufkin, member of the Texas Med- 
ical Association’s Committee on School-Physician Relation- 
ships, said. He mentioned that Texas doctors will receive 
a pamphlet on this subject soon. 


Ted Deming, director of public relations for the Texas 
Division, American Cancer Society, Austin, emphasized the 
necessity of having physicians take a lead in voluntary health 
organizations to set policy and to educate lay groups. He 
decried the attitude that by so participating, a physician 
might be accused of “advertising.” 

Mrs. Howard R. Dudgeon, Jr., Waco, summarized a sur- 
vey of Woman’s Auxiliary activities to indicate that growth 
in public relations efforts has been evident particularly in 
areas of civil defense, mental health, nurse recruitment, rela- 
tions with the mass communications media, and safety. Al- 
though the questionnaire did not provide for comments on 
legislative activities, she reported activity in that field 
among doctors’ wives. Mrs. Dudgeon urged that physicians 
use appropriate but effective means of letting the public 
know of the services of the profession, pointing out many 
ethical methods of getting across their message. 

Dr. E. Sinks McLarty, Galveston, head of the preceptor- 
ship program of the Texas Academy of General Practice, 
urged that doctors stay close to the people, always keep the 
patient in mind, and cooperate in developing the right sort 
of doctors through choice of medical students and proper 
medical education. He introduced Dr. John B. Truslow, 
who recently became executive director of the University 
of Texas Medical Branch, Galveston. Dr. Truslow spoke of 
the great dependence medical schools have on the medical 
profession for support and of his hope that practicing physi- 
cians will cooperate in building centers of quality medical 
education in the state, focusing attention on good patient 
care. 

After several questions and further discussion from the 
floor, Dr. Carlson noted that physicians might well remem- 
ber the admonition: “All that is necessary for evil to pre- 
vail is for good men to do nothing.” 
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Doctor- Media Relations. —Personal contact was stressed 
at the PR problem clinic on doctor-media relations. 

Dr. A. Fletcher Clark, Jr., San Antonio, said that county 
medical societies should make an effort to put on public 
health television programs with local doctors as participants 
or using films available for such purposes from the Ameri- 
can Medical Association. Each society should have a tele- 
vision spokesman on medical matters ia its public relations 
network, he thought. 

The value of a liaison committee for press relations was 
evident from the discussion by Dr. W. M. Avent, Waco, of 
the “Waco story.” Press relations in Waco are a perfect 
example of cooperation, he said, but they were somewhat 
strained before 1954, at which time a liaison committee 
was appointed and met at the home of the newspaper editor 
to air problems. It was decided at that meeting that the 
newsmen would be instructed to go to the liaison committee 
if in the future they were unable to get information needed 
from a doctor, and in the meantime the doctors would be 
educated to provide the facts and the editor would alert his 
staff to consult with the doctors on any controversial subject. 
The result has been complete cooperation. 

A new project of the Woman’s Auxiliary was commented 
on by Bill Robertson, public relations coordinator of the 
Texas Medical Association, Austin. The Auxiliary members 
are to serve as personal contact for getting medical electrical 
transcriptions, about 40 of which are available from the 
Association, on local radio stations. Mr. Robertson pointed 
out that it is especially good as a project for small auxiliaries 
because of the large amount of community service time 
available in small towns. 

Mrs. William M. Palm, public relations secretary of Har- 
ris County Medical Society, Houston, spoke on everyday 
press relations. The doctor does not realize the importance 
of good press relations, she said. He needs to have personal 
contact with editors and newsmen. The major problem is 
with the doctors and not the media, she continued. She be- 
lieved that all good medical stories in newspapers are a 
credit to organized medicine and therefore she is interested 
not only in coverage of medical society activities but in in- 
dividual items as well. 

Dick West stressed again several points he made in his 
address, “The Doctor and the Press.” The doctors’ relations 
with the press depend primarily on his giving the newsman 
the information he wants and giving him someone to quote 
and also on his getting out of his office more and his being 
on a friendly basis with reporters as well as the editor. He 
pointed out that large papers have scientific writers, which 
is a good thing. 

Dr. Clark opened the discussion by summarizing that 
doctors want to present medicine’s story in a good light, 
doctor-media relationship is a personal thing, and each so- 
ciety should have an official spokesman on all medical ques- 
tions. The matter of local doctors appearing on radio and 
television was mentioned, with the suggestion that good 
speakers be used even if the same man participates in sev- 
eral programs. 


“There Ain’t No Such Thing as a Free Lunch” 
By Bryan Blalock 


Bryan Blalock, Marshall, director of public relations of 
the Southern Division, the Borden Company, entertained 
members of the Association and Woman’s Auxiliary with 
his presentation of “There Ain’t No Such Thing as a Free 
Lunch,” which concluded the Public Relations Conference. 
Amidst his anecdotes and humorous stories, Mr. Blalock 
stressed his belief in the American system of free enterprise 
and the necessity of all Americans to be actively on guard 
in its preservation. 
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Executive Council 
Has Busy Session 


Attracting 325 registrants, the week-end events at 1801 
North Lamar Boulevard, Austin, September 7-9 furthered 
appreciably the program of the Texas Medical Association, 
for at the conclusion of a public relations conference, 26 
committee meetings, a special session of the House of Dele- 
gates, and the regular fall meeting of the Executive Council, 
much information had been presented and future plans 
adopted. 

The House of Delegates voted to participate for one year 
in the military dependents medical care program established 
by federal law to become effective December 8. Further de- 
tails appear in this issue in an editorial and will be printed 
in complete transactions next month. 

Resolutions in appreciation of the late Dr. Felix P. Miller 
of El Paso, former President of the Texas Medical Associa- 
tion, and the late Dr. Sam N. Key of Austin, former mem- 
ber of the Board of Trustees and chairman of the building 
committee of the Association, were adopted by the House. 

A resumé of the public relations conference is given in a 
related story in this section, as is information about the 
General Practitioner of the Year, Dr. Holland T. Jackson 
of Fort Worth, who, with his family, was paid tribute dur- 
ing the Executive Council meeting. 

Mrs. Richard C. Bellamy, Liberty, President of the Wom- 
an’s Auxiliary to the Texas Medical Association, addressed 
the Executive Council briefly. Other business consisted of 
the presentation of 29 reports from committees. Among the 
items given attention were the following: 

Board of Trustees ——-A more flexible program of disability 
insurance in connection with the Association’s group insur- 
ance program is being made available to members. An 
award of $250 plus plaque and fountain pen was authorized 
for the Anson Jones Award for excellence in the field of 
journalism, to be given for the first time next spring. An 


Dr. Holland T. Jackson (left) is presented a plaque 
naming him as General Practitioner of the Year by Dr. 
Travis Smith. 


allocation of $2,000 was made for the Texas Commission 
on Patient Care for 1957 for use in public education and 
fund raising to help make the commission self supporting. 

Committee on Indoctrination.—Plans for the newly estab- 
lished program of indoctrination for new members of the 
Texas Medical Association have been completed, and the 
first program will be presented January 26 immediately 


preceding the next meeting of the Executive Council in 
Austin. 
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Executive Secretary —The Executive Council heard reports 
on facilities for the 1957, 1958, and 1959 annual sessions 
and specifically approved the Shamrock-Hilton Hotel as 
headquarters for the session in Houston, April 19-23, 1958, 


‘and San Antonio for the 1959 session with the dates to be 


April 18-22, tying in with Fiesta Week, but with headquar- 
ters to be chosen later. 

Recent changes in the Texas State Journal of Medicine 
made in accordance with recommendations based on a read- 
ership survey were mentioned. Announcement was made of 
a ceremony to be held in conjunction with the next meeting 
of the Executive Council to mark the acquisition of the 
twenty-five thousandth volume by the Memorial Library. 
Attention also was called to the membership directory to be 
issued later in the fall through the generosity of Blue Cross- 
Blue Shield and to an Association services booklet to be off 
the press shortly. 


Council on Medical Jurisprudence.—Support for the 
amendment to the Texas Constitution providing for waiver 
of jury trial for admittance of the mentally ill to state in- 
stitutions, to be voted on in November, was requested. Co- 
operation with physical therapists in attempting to create an 
effective registry and educational program was suggested. 


Dr. John K. Glen, Houston delegate, debates the 
problem of medical care for dependents of military per- 
sonnel on the floor of the House of Delegates. 


Council on Scientific Work—Good progress in develop- 
ment of the program for the annual session in Dallas, April 
27-May 1, 1957, was reported, with about 20 guest speakers 
already obtained. Members of the Association were invited to 
offer papers, exhibits, and motion pictures for the program. 

Council on Medical Educatoin and Hospitals—Continu- 
ing investigation of the needs for increased medical educa- 
tional facilities was reported along with efforts to cooperate 
with the Texas Commission on Patient Care, Postgraduate 
School of Medicine of the University of Texas, Board for 
Texas State Hospitals and Special Schools, M. D. Anderson 
Hospital and Tumor Institute, Private Clinics and Hospitals 
Association, and University of Texas School of Nursing. 

Committee on Cancer.—Plans for compilation of data on 
cancer treatment facilities, for distribution of a pamphlet 
for laymen on cancer quackery, and for a cancer meeting in 
conjunction with the annual session were reported. 

Committee on Public Relations.—It was pointed out that 
the type of conference held in conjunction with the Execu- 
tive Council meetings need not always relate to public rela- 
tions and legislation, and other committees were invited to 
suggest conferences in their fields of activity. It was sug- 
gested that the doctor distribution survey analysis be ex- 
panded to project future needs in line with expected popu- 
lation increases. 

Committee on Mental Health—With expansion of the 
membership of the Committee on Mental Health to 10 
members, subcommittees have been established to deal with 
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the state hospital system, child welfare, Woman’s Auxiliary 
to the Texas Medical Association, Texas Society for Mental 
Health, and certification of psychologists. The committee 
proposes to sponsor a comprehensive study by a nationally 
recognized consultant of the needs for mental health in 
Texas, the consultant to outline a possible future program 
and to present it to the Legislature; $7,000 for this purpose 
is available to the Texas Medical Association from a group 
of philanthropists. The committee requested distribution 
through the Woman’s Auxiliary of pamphlets urging sup- 
port of the proposed constitutional amendment to provide 
for admittance to mental institutions of the state without 
jury trial. 

Committee on Tuberculosis.—Activity on the county 
medical society level was requested through programs on 
tuberculosis and cooperation in the establishment of local 
coordinating councils similar to the state tuberculosis council 
recently formed. 

Committee on Industrial Health—Appointment of indus- 
trial health committees in county medical societies where 
sufficient industry is located was requested. 

Committee on Patient Care-—The work of the Commis- 
sion on Patient Care was reviewed, special attention being 
called to its efforts to interest young people in careers in 
nursing and other paramedical fields. It was announced that 
steps are being taken to incorporate the commission, and 
continuing financial support was requested. 

Committee on National Emergency Medical Service.— 
Tentative plans for a field trial for a 200 bed emergency 
hospital in cooperation with Baylor University College of 
Medicine, the Medical Branch of the University of Texas, 
county medical societies in the region chosen for the trial, 
and regional, state, and local civil defense organizations 
were outlined, along with a state conference on emergency 
medical service to be held at the same time. 

Committee for Liaison with Workmen’s Compensation 
Insurance Companies.—Need for arbitration not having 
arisen, the Committee for Liaison with Workmen’s Com- 
pensation Insurance Companies is concerning itself pri- 
marily with efforts to inform and educate, and several ave- 
nues for such education are being adopted. 

Committee on Cardiovascular Disease-—Cooperation with 
the Texas Heart Association in development of programs 
for the annual session and for county societies and in finan- 
cial support of heart research was recommended. A direc- 
tory of Texas services for cardiac patients for use in referral 
to existing facilities rather than depending on subsidization 
from state or federal governments was proposed. 

Committee on Problems of Aging. —Cooperation with the 
Texas Geriatrics Society in obtaining information about 
facilities available in the state for persons past 65 years of 
age was proposed, as well as cooperation with the American 
Medical Association’s Committee on Geriatrics. 

Committee on Rural Health and Doctor Distribution — 
The Committee on Rural Health and Doctor Distribution 
reported a meeting with representatives of the Texas Farm 
Bureau Federation and the Agriculture Extension Service of 
Texas Agricultural and Mechanical College. Discussion was 
directed to exploring areas needing the guidance and assist- 
ance of the medical profession and to developing a system 
of close cooperation between the medical profession, farm 
service organizations, and the members of rural communities. 

Committee on School-Physician Relationships —Plans for 
state and district physician-school conferences are being de- 
veloped. A summary of the first state conference and a 
folder on “The ABC’s for School Health Committees” are 
available to members of the Association. 

Committee on Scientific Exhibits —Recommendations that 
the Committee on Scientific Exhibits be made a standing 
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committee but work in close harmony with the Council on 
Scientific Work will be submitted for action by the House 
of Delegates next spring. The committee is undertaking an 
active campaign to stimulate members of the Association 
and organizations to produce educational and representative 
exhibits for the forthcoming annual session and is adopting 
new award procedures to encourage exhibitors. 

Committee for American Medical Education Foundation. 
—Announcement wag made of plans for a campaign during 
November to obtain funds for medical education and of a 
Christmas card to be sold by the Woman’s Auxiliary for the 
same purpose. It was pointed out that funds collected by 
the American Medical Education Foundation will be dis- 
tributed directly to medical schools in accordance with the 
wishes of Texas physicians. 

Next Executive Council Meeting.—January 26-27 are the 
dates for the next Executive Council and associated meetings. 


General Practitioner of the Year 


Dr. Holland T. Jackson, Fort Worth, one of the younger 
doctors who has devoted much time and work to the re- 
establishment of the general practitioner in his proper place 
in the practice of medicine, was presented a plaque during 
the September 9 meeting of the Executive Council in com- 
memoration of his being elected General Practitioner of the 
Year at the past annual session. Dr. Travis Smith, Abilene, 
Councilor of District 13, made the presentation. 


DR. HOLLAND T. JACKSON 


Dr. Jackson was a member of a group of 15 physicians 
who founded American Academy of General. Practice in 
1947. He first served on its first board of directors. He 
was elected treasurer of the organization in 1952, and held 
this position until 1955 when he resigned after having 
served the organization continuously from 1947 through 
1955. It was through efforts such as his that continued edu- 
cation became a basic requirement for membership in the 
Academy. As one of the first officers of the Texas Medical 
Association’s Section on General Practice, he served first as 
its secretary and later as chairman, and actively participated 
in initiating that section. He held many committee appoint- 
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ments as a member of the Tarrant County Medical Society, 
and was a delegate for several years. 

The preceptorship program at the University of Texas 
Medical Branch is largely a result of Dr. Jackson’s efforts; 
he also helped set up the department of general practice in 
the Harris Hospital, Fort Worth. He was chief of staff and 
a member of the Board of trustees of that hospital in 1953, 
and at present he is a staff member of all the hospitals in 
Fort Worth. 

In addition to his many professional duties, Dr. Jackson 
finds time for civic and family life. He is a member of the 
Fort Worth Chamber of Commerce, and is a fancier of fine 
Dalmatian dogs. He is active in the Broadway Baptist 
Church. He and Miss Clara Eugene Mercer were married 
in March, 1939, and they now have three children—a son, 
Donald Jay, 16, and two daughters, Martha, 14, and Brenda 
Lee, 12. 

Dr. Jackson was born January 20, 1910, in Copperas 
Cove. After atténding public schools, he went to Waxa- 
hachie and entered Trinity University, from which he was 
graduated in 1931 with a bachelor of science degree. He 
then went to Galveston and began his medical training at 
the University of Texas Medical Branch, receiving his de- 
gree in 1935. After interning at the Detroit Receiving Hos- 
pital, he returned in 1936 to Fort Worth, where he spent 
a year in mixed residency, which was similar to present day 
general practice residencies. He entered private practice 
with an older physician, and for two years he had training 
similar to that of a preceptee, assisting several physicians 
with major surgery. Dr. Jackson has practiced in Fort Worth 
during his entire career. 


+ County Societies 


Doctors and School Health 


The Texas Medical Association’s Committee on School- 
Physician Relationships feels that county medical societies 
have a direct responsibility for the health of school children 
in their area. As a part of their programs, county societies 
can work out policies with local school authorities whereby 
health examinations and inoculations can be given efficient- 
ly and effectively. Such policies, the Committee believes, 
can save misunderstandings and make the difference between 
good or bad school-physician relationships. 

In September, 1955, the Committee, headed by Dr. Jay J. 
Johns, Taylor, polled county medical societies about the 
policies and practices concerning immunizations and pre- 
school health examinations for children in their area. About 
70 of the questionnaires were returned and tabulated, and 
Statistics quoted in this article are based on those returns. 


Inoculations 


Ten county societies reported that their schools required 
smallpox and diphtheria inoculations; 8 required only small- 
pox; 7 required diphtheria, pertussis, tetanus, and smallpox; 
5 required smallpox and advised diphtheria, pertussis, and 
tetanus; and 4 advised that all these inoculations be given 
but did not require them before a child entered school. 
Several combinations of immunizations were required by 
other schools. Two county societies reported that immuniza- 
tions were left to the discretion of the parents; 3 reported 
that no school program existed; 1 said that all children were 
immunized; and 4 did not answer. 


TEXAS State Journal of Medicine, SEPTEMBER, 1956 


Counties have found many ways to split the work load 
of mass inoculation of school children. In answer to the 
question, “Are immunizations given by local physicians, 
county health units, or school nurses?” the response was: 
local physicians, 23; county health units, 0; school nurses, 2; 
local physicians and county health units, 24; local physicians 
and school nurses, 11; local physicians, county health units, 
and school nurses, 8; and county health units and school 
nurses, 1. 

One extremely variable factor is the cost to the patients 
of inoculations. Thirty of the 70 respondents said physi- 
cians in private practice gave the inoculations at regular 
cost; in 11 areas, it was done at regular cost for most chil- 
dren, but given free to indigents. Nineteen respondents 
said that physicians gave the inoculations at regular cost but 
free on a “planned program’; in 6 areas, school children 
received the immunizations free; and in 2 areas there were 
special rates. Physicians of the Taylor-Jones Counties Socie- 
ties gave diphtheria and pertussis inoculations each year in 
every school and the charge is 25 cents per inoculation. A 
charge of $2 per immunization is made by private physi- 
cians of the Walker-Madison-Trinity Counties Society. Hill 
County Medical Society adopted a policy concerning im- 
munization of school children which states that immuniza- 
tion of all children against smallpox, diphtheria, typhoid, 
tetanus, and pertussis should be strongly advised, and that 
such inoculations should be given by the child’s family 


physician. Doctors provide free immunizations for indigent 
cases. 


Preschool Examinations 


Most physicians agree that health examinations for chil- 
dren about to enter school are desirable, but they are not 
required in all schools. Preschool health examinations are 
given only at the discretion of the parents in the areas cov- 
ered by 23 respondents; in 7 areas, such examinations were 
recommended but not mandatory. They were required for 
all students annually in 2 areas and for beginners in 3 areas. 
In several other school systems, examinations are done by 
the school nurse and children who need further medical 
attention are referred to a physician. Preschool examina- 
tions are done free by volunteer private physicians in 11 of 
the 70 responding areas. 

Bell County physicians in Temple, Killeen, Rogers, and 
Bartlett conducted physical examinations at a preschool 
round-up before school was dismissed for the summer vaca- 
tion, and the Bell County Health Unit made examinations 
in communities where there was no resident physician. 


Subsequent Examinations 


Follow-up health examinations in the territories of 3 re- 
spondents were done at regular cost by private physicians, 
but were free for indigents. Two respondents reported that 
these examinations were performed by the school nurses; 13 
said they were done at doctors’ offices at regular cost; 1 said 
they were given free; 2 reported that subsequent examina- 
tions were required only for children engaged in athletics; 
1 reported that school doctors gave physical examinations 
twice yearly; and in 1 county, follow-up examinations were 
required of all children entering the fourth, seventh, and 
tenth grades. The majority of the respondents said that no 
policies existed regarding subsequent medical examinations, 
but it was indicated that they were encouraged. 

In Lamar County, school children needing treatment were 
referred to a private physician, and when eye and ear spe- 
cialists were needed, they were paid by the local Lions Club. 
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Members of athletic teams ii Dawson-Lynn-Terry-Gaines - 
Yoakum Counties are examined annually, and more fre- 
quently if individual cases warrant it. 

The schools pay Tarrant County doctors to provide physi- 
cal examinations for children in the elementary grades whose 
families cannot afford the needed care. Wharton County 
Society reports that the school pays for x-rays, casts, band- 
ages, and all other materials and drugs used by students 
who incur athletic injuries, and that the physician donates 
his services. 


State Policies Adopted 


In April, 1956, the House of Delegates of the Texas Med- 
ical Association adopted the recommendations of the Com- 
mittee on School-Physician Relationships. Those directly 
concerning school children’s physical examinations and in- 
oculations are as follows: 

1. Family physicians should stress the importance of im- 
munizing every child at the proper time in infancy. A check 
on immunizations immediately prior to the child’s entry 
into school is recognized as a function of the school health 
supervision. 

2. Each child should have the necessary booster immuni- 
zations before entering school and thereafter as indicated. 

3. Each child should have a medical examination ade- 
quate for his welfare, proper school adjustment, and protec- 
tion of public health prior to entering school, and period- 
ically, or as indicated by special need, during his school 
career. 

4. These examinations and immunizations should be 
done in the office of the family’s personal physician when- 
ever feasible. 

5. The local board of education should be encouraged to 
adopt regulations to enable the school to meet its responsi- 
bility in accomplishing these objectives. 


Auxiliary to Sell 
Greeting Cards 


Doctors and their families who plan to send Christmas 
cards may purchase the special card which has been de- 
signed for the Woman’s Auxiliary to the Texas Medical 
Association to be sold to benefit the American Medical Edu- 
cation Foundation. 

A design rich in Christmas spirit, illustrating the doctor’s 
untiring service and devotion to his fellow man, has been 
created by Malcolm Thurgood, one of the Southwest's lead- 
ing artists. 

The attractive card, printed in green and black on white 
text, will serve three worth-while purposes. It will extend 
greetings to friends, and each county auxiliary will receive 
credit toward the annual award for contributions to AMEF 
for the cards it sells. Finally, the profits will enlarge the 
American Medical Education Foundation’s funds to help 
educate tomorrow’s doctors. 


Each county auxiliary will take orders for the cards. The 
minimum order will be 25 cards, at a cost of $2.50. 
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The Auxiliary’s Christmas greeting. 


RADIO AT WORK FOR HEALTH 


Mrs. Howard R. Dudgeon, Jr., of Waco, program chair- 
man of the State Woman’‘s Auxiliary, and Bill Robertson, 
coordinator of advertising and public relations on the 
Texas Medical Association staff in Austin, discuss plans 
for beginning an Auxiliary project of programing elec- 
trical transcriptions covering various phases of health 
education on radio stations throughout Texas. The re- 
cordings are provided by the Bureau of Health Education 
of the American Medical Association to the Texas Med- 
ical Association for distribution through county medical 
societies. 
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Officers of the Woman’s Auxiliary to the Texas Medical 
Association for 1956-1957: President, Mrs. Richard C. Bel- 
lamy, Liberty; President-Elect, Mrs. H. S. Renshaw, Fort 
Worth; First Vice-President, Mrs. Harold Lindley, Pecos; 
Second Vice-President, Mrs. Ramsay H. Moore, Dallas; 
Third Vice-President, Mrs. William D. Nicholson, Freeport; 
Fourth Vice-President, Mrs. Lynn Hilbun, Henderson; Fifth 
Vice-President, Mrs. R. B. G. Cowper, Big Spring; Treasurer, 
Mrs. William C. Barksdale, Borger; Recording Secretary, 
Mrs. J. L. Jinkins, Galveston; Corresponding Secretary, Mrs. 
E. R. Richter, Dayton; Publicity Secretary, Mrs. Joe Thorne 
Gilbert, Austin; Parliamentarian, Mrs. John C. Parsons, San 
Antonio; Executive Secretary, Miss Hazel Casler, Austin. 


after having been an active member almost continuously 
since 1912 through the Travis County Medical Society. 


Dr. Key was born September 30, 1886, in Georgetown. 
He was the son of W. M. and Rhoda Izora (Scott) Key. 
His preliminary education was received in the Whitis School, 
Austin, and he attended the University of Texas, Austin, 
from 1902 until 1905. The following year, he entered the 
University of Texas Medical Branch, Galveston, and was 
graduated in 1910. He interned in the Philadelphia Gen- 
eral Hospital for a year, then spent one year of residency 
in the Brooklyn Eye and Ear Hospital. He began his private 
practice of medicine in Austin, specializing in ophthalmol- 
ogy and otolaryngology, in 1914, and remained in Austin 













throughout his career. In 1924, Dr. Key joined the staff 
of the old Physicians and Surgeons Hospital, out of which 
St. David’s Hospital evolved. He was instrumental in start- 
ing a fund drive among doctors in 1945 for the building 
program of the new St. David’s Hospital. He was on the 
staff there and at Seton Hospital. He retired from active 
practice about three years ago. 


Dr. Key was certified by the American Board of Otolaryn- 
gology, a fellow of the American College of Surgeons, and 
a member of the American Medical Association, American 
Academy of Ophthalmology and Otolaryngology, and Texas 
Society of Ophthalmology and Otolaryngology. He was 
president of his county medical society in 1950 and of his 
state specialty society in 1948. Dr. Key belonged to the 
Methodist Church and to Town and Gown, an organization 
of Austin civic leaders and of members of the University 
of Texas faculty and staff. 


He was a sports fan and enjoyed fishing. 
Mrs. Key and their son, Dr. Sam N. Key, Jr., both of 
Austin, survive, as does a brother, Scott W. Key, Houston. 






DR. SAM N. KEY 


Dr. Samuel Newton Key, who served on the Texas Med- 
ical Association’s Board of Trustees from August, 1952, 
until July, 1955, died of a cerebrovascular accident Septem- 
ber 3, 1956, in an Austin, Texas, hospital. 




















DR. JOHN A. HAMMACK 






Dr. John A. Hammack, Kennedale, Texas, died at his 
home July 3, 1956, of a cerebral vascular accident. He was 
born January 22, 1864, in Scooba, Miss., and was the son of 
Mary Elizabeth and John Culpepper Hammack. He was 
educated in the Rose Hill Institute in Rose Hill, Miss., then 
attended West Alabama College and the University of Mis- 


DR. SAM N. KEY 












Perhaps Dr. Key will be remembered best as chairman 
of the Building Committee for the Memorial Library and 
headquarters building, dedicated in September, 1952. He 
was secretary of the Association in 1951, and chairman of 
the Section on Eye, Ear, Nose, and Throat in 1931. He was 
elected to honorary membership in the Association in 1954, 







An obituary ordinarily will not be published more than 
four months after date of death. Cooperation in reporting 
deaths of physicians and in furnishing appropriate biograpb- 
ical material promptly is solicited. 












DR. JOHN A. HAMMACK 
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sissippi, Oxford. Dr. Hammack received his medical educa- 
tion at the St. Louis College of Physicians and Surgeons and 
the Fort Worth Medical College, and served an externship 
at the County Hospital, St. Louis. He began his medical 
practice in Sublett, Texas, then practiced one year in Union, 
Miss., before settling in Kennedale, where he was in active 
practice 48 years. Dr. Hammack taught school for a time 
and was head of the Eliasville School before he began prac- 
ticing medicine. 

He was a member of the Texas Medical Association 
through the Tarrant County Medical Society, and was a 
member of the Masonic Lodge. He was a veteran of the 
Spanish-American War. 

On December 30, 1903, he married Miss Velma Lee 
Sansing in Union, Miss., and she survives. Other survivors 
are six sons, Carvel, Fort Worth; Loren, Houston; Lane, 
Mississippi City; John, Kennedale; Merle, Ferris; and Ben, 
Austin; two daughters, Miss Melba Hammack, Arlington, 
and Mrs. Fern Lindloff, Houston; and two brothers, N. A. 
Hammack, Ennis, and Aubrey Hammack, Sedan, N. Mex. 


DR. W. J. VINSANT 


Dr. William Jonathan Vinsant, San Benito, Texas, died 
July 14, 1956. 

Dr. Vinsant was born April 7, 1874, in Jasper, Tenn., 
and was the son of Daniel and Louisa Ann (Lasater) Vin- 
sant. After attending public schools, he entered the Uni- 
versity of Tennessee College of Medicine, Memphis, from 
which he was graduated in 1900. Later, he took postgradu- 
ate work in pediatrics in New York, St. Louis, and Chicago. 
He began private practice in 1900 in Weatherford, and 





DR. W. J. VINSANT 


practiced briefly in McKinney and Pecos before moving in 
1912 to San Benito, where he was in the active practice of 
his specialty until the time of his death. 

A member of the Texas and American Medical Associa- 
tions through the Cameron-Willacy Counties Medical So- 
ciety, he served as a delegate to the AMA in 1907, and was 
president of his county society in 1941. He was elected to 
honorary membership in the state Association at the 1956 
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annual session. Dr. Vinsant was a member of the Elks Club, 
the Veterans of Foreign Wars, and the American Legion, 
and was a charter member of the San Benito Rotary Club. 

He was director of the Port Isabel Navigation District in 
1935. He served as a major in the Army Medical Corps 
in’ France during World War I and as an examiner for 
Selective Service during World War II. 

Miss Nellie Mae Benson and Dr. Vinsant were married 
October 5, 1912. They had one daughter, Wilma Rolena, 
a flight nurse who was killed while on a mission over Ger- 
many in 1945. The Dolly Vinsant Memorial Hospital in 
San Benito was named for her. Mrs. Vinsant survives, as 
do two of Dr. Vinsant’s children by a former marriage, 
Collin B. Vinsant, Pharr, and Mrs. Lucile Jennings, Weath- 


erford; a sister, Mrs. J. H. Sentell, New Hope, Ala.; and a 
grandson. 


DR. JOHN ARCH STEPHENS 


Dr. John Arch Stephens, Paris, Texas, died June 29, 1956, 
of a coronary occlusion. He was born December 15, 1904, 
at Caviness, Texas, and was the son of Dr. Luke B. and 
Sallie (Whitten) Stephens. The family moved to Paris 
when he was a small child, and he attended public schools 
there. Dr. Stephens attended Texas Agricultural and Me- 
chanical College, College Station, two years, then entered 
Washington University, St. Louis. He took his first courses 





DR. JOHN ARCH STEPHENS 


in medicine at Washington University School of Medicine 
St. Louis, but was graduated in 1929 from Baylor University 
College of Medicine, Dallas. He interned at Parkland Hos- 
pital there, then began general practice with his father in 
Paris; this partnership continued until the elder Dr. Stephens 
died in 1946. In 1951, he helped establish the Medical and 
Surgical Clinic in Paris; he also was a staff member of St. 
Joseph’s and Lamar General Hospitals. 

Dr. Stephens was a member of the Lamar County Medica! 
Society, Texas Medical Association, American Medical Asso 
ciation, and the Texas Academy of General Practice. He 
was secretary of his county society in 1933 and 1943, and 
was its president in 1947; he also was a past president of 
the St. Joseph’s and Lamar General Hospitals Staffs. He was 
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a member of Phi Beta Pi medical fraternity, Kappa Sigma 
social fraternity, and the Baptist Church. He was city health 
officer for Paris from 1932 until 1940 and from 1945 until 
1947, and more recently had been acting director of the 
Paris-Lamar County Health Unit. 

He had been a director of the Paris Golf and Country 
Club, and was a former member of the Lions Club and 
Gordon Country Club. He had served as chairman of the 
Lamar County chapter of the American Heart Association 
and of the cancer control committee. 


From 1940 through 1945, Dr. Stephens served in the 
United States and Europe in the Army Medical Corps, and 
attained the rank of lieutenant colonel. 


Survivors include Mrs. Stephens, who is the former Miss 
Charlotte Crook; a daughter, Miss Charlotte Ann Stephens; 
a son, Craig Stephens, all of Paris; a brother, Cary Stephens, 
San Angelo; and a sister, Mrs. B. T. Bowlin, Houston. 


DR. JOHN T. PORTER 


Dr. John Thomas Porter, Baytown, Texas, died June 28, 
1956, in a Houston Hospital. 

He was born December 30, 1907, in Gatesville, Texas, 
and was the son of A. N. and Laura B. Porter. He spent his 
early childhood in Mexico where his father was serving as 
a Baptist missionary. His family returned to Texas at the 
outbreak of the Mexican Revolution, and then moved to 
New Mexico, where Dr. Porter received his preliminary 
education in public schools. He attended Waco High School, 
and was graduated from Baylor University, Waco, in 1930. 
He received his doctor of medicine degree in 1934 from 
the University of Chicago School of Medicine, and interned 
at the Illinois Central Railroad Hospital, Paducah, Ky. Dr. 














DR. JOHN T. PORTER 


Porter then went to Texarkana, where he was associated 
with the Cotton Belt Railroad Hospital, eventually becoming 
assistant chief surgeon before he entered the Army Medical 
Corps in 1940. He served in the United States, Europe, 
and North Africa before he became ill and was returned 
to the United States for hospitalization. He was retired in 
1946 with the rank of colonel. Dr. Porter worked briefly 
with the Mutual Benefit Association of the Baytown refinery 
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workers before opening his private practice in Baytown in 
1949. 

He was a member of the Harris County Medical Society, 
and served as president of its East Harris branch in 1952- 
1953. His other memberships included Texas Medical Asso- 
ciation, American Medical Association, American Philatelic 
Society, and Rotary Club. He also was a lifelong member 
of the Baptist Church. In memory of his father, he gave a 
set of chimes to the First Baptist Church of Baytown. 


Dr. Porter and Miss Frances Cantueson were married in 
Corsicana in 1928. She survives, as do two sons, John T. 
Porter, Jr., Lamesa, and Charles C. Porter, Baytown, and a 
brother, Dr. George L. Porter, Dallas. 


DR. DOUGLAS M. HALE 


Dr. Douglas McCardell Hale, Coldspring, Texas, died of 
coronary occlusion July 18, 1956. 


Dr. Hale was born June 16, 1902, in Camilla, and was 
the son of William B. and Mary (McGowan) Hale. He at- 
tended grade school in Camilla and high school in Livings- 
ton, then entered Tulane University, New Orleans, and was 
graduated from Tulane University School of Medicine ‘in 
1926. He interned in Charity Hospital, New Orleans, and 
in 1928 he returned to Coldspring, where he was in active 


























DR. D. M. HALE 


general practice until the time of his death. He also main- 
tained an office in Shepherd, and spent his afternoons there. 


He was a member of the Texas Medical Association 
through the Polk-San Jacinto Counties Medical Society, of 
which he was president in 1946, 1952, and 1953. He also 
was a member of the Ninth District Medical Society. He 
was the county health officer for many years and was local 
surgeon for Southern Pacific Railroad. He had been a dea- 
con and Sunday school teacher in the Coldspring Baptist 
Church since 1935, and superintendent of its Sunday school 
for several years. He was a thirty-second degree Mason, and 
held the honorary degree of Knight Commander, Court of 
Honour, in the Scottish Rite; he also was a member of the 
Shrine, and had served a year as president of the Trinity 
Valley Shrine Club. He was a past director of the East 
Texas Chamber of Commerce, and was chosen “Man of the 
Month” by that group in June, 1950. Dr. Hale was inter- 
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ested in Boy Scout work, and had been a member of the 
executive council of Trinity-Neches District of Boy Scouts, 
later serving as district director. He found time during his 
active civic life to serve as president both of the San Jacinto 
County Civic Organization and of the school board, and as 
vice-president of the Coldspring Lions Club. He was active 
in local health fund campaigns, and was the examining 
physician for the Selective Service system for many years. 

Miss Anna Louise Tenney and Dr. Hale were married 
November 23, 1930, in Lufkin. Mrs. Hale survives, as do 
two children, Douglas Leighton Hale and Martha Ann Hale, 
all of Coldspring; two sisters, Miss Bessie Hale, Camilla, 
and Mrs. Jack Murchison, Palestine; and a brother, E. D. 
Hale, Camilla. 


DR. GEORGE S. LITTELL 


Dr. George Shaum Littell, Dallas, Texas, died at his home 
July 17, 1956, of a coronary infarction. 

He was born January 29, 1902, in Tarkio, Mo., and was 
the son of William R. and Mina J. Littell. He attended 
public schools in Tarkio, then entered Tarkio College, from 
which he was graduated in 1922. Dr. Littell received his 
medical education at Washington University School of Med- 
icine, St. Louis, and was graduated in 1926. He interned 
18 months at the Barnes Hospital, St. Louis, and took a two 
year residency in pediatrics at the St. Louis Children’s Hos- 
pital. Dr. Littell began his practice in Dallas in 1930, and 
in 1934 he began working with the Civilian Conservation 
Corps in Rockport and Fort Worth. He joined the staff of 
the New Mexico State Board of Health, Santa Fe, in 1936, 


DR. GEORGE S. LITTELL 


but remained there only a year before returning to Dallas, 
where he was in private practice and was an instructor in 
pediatrics at Baylor University College of Medicine. During 
this time, he also was on the staffs of the Bradford Me- 
morial Hospital for Infants and the Texas Children’s Hos- 
pital. During World War II, he served in the Army Med- 
ical Corps in the United States and South Pacific Islands, 
and attained the rank of colonel. After the war, he began 
his Veterans Administration work, and was manager of vet- 
erans hospitals in Temple, Amarillo, Wichita, Kan., and 
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Dallas. Dr. Littell reopened his private practice in Dallas 
in 1955, and was active until the time of his death. 

Dr. Littell was a member of the Texas and American 
Medical Associations through the Dallas County Medical 
Society. He also was a member of the American Academy 
of Pediatrics and the Presbyterian Church, and had worked 
with local Boy Scout troops. He was an inactive member 
of the Lions Club, Kiwanis International, Veterans of For- 
eign Wars, and American Legion. 

Miss Fayrene Tatum and Dr. Littell were married No- 
vember 23, 1938, in Durant, Okla. Mrs. Littell survives, 
as do two children, George Shaum Littell, Jr., and Mina 
Jane Littell, all of Dallas; his mother, Mina Josephine Littell, 


Tarkio, Mo.; and a sister, Anna Elizabeth Kane, Pinckney- 
ville, Ill. . 


DR. LYNN C. HOOKER 


Dr. Lynn Collins Hooker, who had served five consecu- 
tive years as secretary of his county medical society, died 
July 18, 1956, in Carthage, Texas, of a heart disease. 

He was the son of Betty P. (Collins) and Hardy Thomas 
Hooker, and was born July 31, 1906, in Carthage. He at- 
tended Carthage public schools and was graduated from the 
University of Texas School of Pharmacy, then in Galveston, 


DR. LYNN C. HOOKER 


in 1926. He entered the University of Texas Medical 
Branch, received his doctor of medicine degree in 1932, and 
interned in Santa Fe General Hospital, Los Angeles. He 
spent his residency in surgery at the Long Beach Community 
Hospital, Long Beach, Calif., then returned to set up his 
private practice in Carthage, where he remained throughout 
his career. 

He was a member of the Panola County Medical Society 
and served as its secretary from 1940 through 1944. He also 
was a member of the Panola County Medical Society, Texas 
Medical Association, American Medical Association, Alpha 
Kappa Kappa medical fraternity, and Christian Church. 

Miss Mary Joy Walker and Dr. Hooker were married 
October 7, 1948, in Washington, D. C. Mrs. Hooker sur- 
vives, as does Dr. Hooker’s mother, Mrs. Betty P. Hooker. 
Both are of Carthage. 
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